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MONDAY,  SEPTEMBER  20,  1971 

U.S.  Senate, 
Subcommittee  ox  Health  of  the  Elderly, 

Special  Committee  on  Aging, 

Providence^  R.I, 

The  subcommittee  met  at  10  a.m.,  pursuant  to  call,  in  the  Diocesan 
Auditorium,  Saints  Peter  and  Paul  Cathedral,  Cathedral  Square, 
Providence,  R.I.,  Senator  Claiborne  Pell,  presiding. 

Present :  Senator  Pell. 

Also  present:  Keven  McKenna,  legislative  aide  to  Senator  Pell; 
Kenneth  Dameron,  Jr.,  professional  staff  member;  Carol  Ann  De 
Yaudreuil,  secretary ;  and  Janet  Neigh,  assistant  chief  clerk. 

OPENING  STATEMENT  OF  SENATOR  CLAIBORNE  PELL,  PRESIDING 

Senator  Pell.  This  hearing  of  the  Subcommittee  of  the  Special 
Committee  on  Aging  of  the  U.S.  Senate  will  come  to  order. 

I  am  very  pleased  to  say  I  am  grateful  to  the  Catholic  Diocese  for  the 
use  of  this  auditorium.  I  thought  we  would  start  punctually  because  we 
have  quite  a  long  list  of  witnesses. 

Nearly  7  years  ago  the  Congress  acted  to  pass  a  law  to  care  for  the 
health  needs  of  our  senior  citizens.  Today  we  are  here  to  review  the 
operation  of  the  Medicare  and  the  Medicaid  programs  over  the  past 
years  in  Rhode  Island.  The  Senate  is  presently  considering  a  bill,  H.R. 
1,  to  change  the  scope  of  the  Medicare  and  Medicaid  programs.  Today 
we  are  here  to  examine  the  ramifications  of  that  bill  on  the  senior  citi- 
zens of  Rhode  Island.  Today  we  are  also  here  to  take  a  comprehensive 
overview  of  the  Medicare  and  Medicaid  programs  in  Rhode  Island. 

Following  our  discussion  of  the  problems  of  access  to  health  care, 
we  will  hear  senior  citizen  consumer  representatives  as  to  the  ade- 
quacy of  the  Medicare  and  Medicaid  programs  in  Rhode  Island.  Fol- 
lowing our  discussion  of  consumer  viewpoints,  we  will  hear  directly 
from  those  persons  who  have  the  responsibility  for  providing  health 
care  services  to  senior  citizens,  the  doctors,  the  hospitals,  the  nursing 
homes,  and  the  visiting  nurses. 

The  Department  of  Health,  Education,  and  Welfare  recently  pre- 
dicted, in  a  cost  study  required  by  an  amendment  of  mine  enacted  into 
law  last  year,  that  health  costs  will  rise  by  50  percent  in  the  next  2 
years.  One  question  I  plan  to  pose  for  the  providers  of  health  care 
services  in  Rhode  Island  is  how  they  plan  to  control  this  expected  50 
percent  rise  in  health  costs.  If  this  rise  cannot  be  controlled,  the  senior 
citizens  will  unfortunately  have  to  pay  the  bill. 
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Following  up  on  our  panel  discussion  we  will  look  at  a  new  means 
of  health  delivery  which  offers  much  hope  for  senior  citizens  in  the 
future.  Ed  Brown  of  the  Rhode  Island  AFL-CIO  will  discuss  with  us 
at  that  time  the  program  of  the  Rhode  Island  Group  Health 
Association. 

One  of  the  purposes  of  our  hearing  is  to  hear  directly  from  the 
senior  citizens.  At  the  close  of  our  panel  discussion,  there  will  be  a 
town  meeting  in  which  members  of  the  audience  will  be  invited  to 
offer  their  comments  for  the  hearing  record.  In  this  regard,  I  am  in- 
formed, one  group  feels  they  have  been  muffled  and  not  been  able  to 
make  their  viewpoint  known.  If  there  is  any  group  that  feels  muffled, 
please  let  me  know  and  we  will  be  more  than  glad  to  hear  from  them. 

The  only  pressures  are  those  of  time,  and  I  would  urge  all  witnesses 
to  be  as  brief  as  they  can  in  their  presentation. 

Now,  I  am  particularly  honored  that  we  are  up  here  also  under  the 
auspices  of  the  city  of  Providence;  and  its  chief  executive,  my  old 
and  good  friend,  J oseph  Doorley ,  is  here  to  help  open  our  proceedings 
and  grace  them.  Mayor  Doorley.  [Applause.] 

STATEMENT  OF  JOSEPH  DOOELEY,  MAYOR,  PROVIDENCE,  R.I. 

Mayor  Doorley.  I  think  it  would  be  somewhat  presumptuous  of  me 
to  welcome  Senator  Pell  to  Providence,  R.I.,  for  as  long  as  I  have  been 
mayor,  whenever  I  have  had  a  problem  I  have  never  hesitated  to  call 
upon  him.  He  has  always  been  accessible  and  he  has  always  been  of 
great  assistance  to  me. 

But  in  his  capacity  as  a  member  of  the  Committee  on  Aging,  and 
particularly  in  his  capacity  representing  the  U.S.  Senate,  I  would 
like  to  formally  welcome  this  panel  discussion  and  this  hearing,  be- 
cause I  think  it  is  fair  to  say  that  to  the  best  of  my  knowledge  no  other 
group  in  this  Nation  has  been  as  severely  affected  by  inflation  as  our 
senior  citizens. 

Their  incomes  are  limited  in  95  percent  of  the  cases.  And  one  of  the 
gravest  concerns,  and  I  speak  now  from  personal  experience,  of  our 
senior  citizens  is  the  dreaded  fear  of  becoming  ill.  What  is  going  to 
happen  to  them  when  they  become  ill  ?  When  they  become  sick,  what  is 
going  to  happen  to  whatever  limited  resources  they  have  ? 

We  ought  to  be  concerned  about  medicare  and  medicaid.  I  have  had 
the  personal  experience  of  a  man  67  years  old,  the  father  of  a  close 
friend  of  mine,  with  a  rare  blood  disease,  and  without  medicare  his 
personal  medical  expenses  in  2  months  would  have  been  over  $26,000. 
Now,  without  the  programs  that  have  been  promulgated  through  the 
help  of  men  like  Senator  Pell,  that  man  would  be  without  a  home 
today,  without  an  automobile,  and  without  any  resources. 

Another  problem  area  that  has  been  directly  brought  to  my  atten- 
tion are  those  people  in  what  I  would  call  the  twilight  zone.  They  are 
in  tlieir  early  sixties  and  they  are  not  65,  and  they  have  some  resources, 
and  the  cost  of  medical  care  is  drastically  affecting  them,  the  outrisrht 
cost,  and  what  will  happen  after  the  Medicare  has  been  used  up.  What 
do  they  do  then  ? 

And  this  is  an  area  which  I  think  merits  your  concern.  Another 
factor  that  I  am  personally  aware  of  is  the  cost  of  pharmaceuticals, 
pharmaceutical  supplies  and  drugs,  which  is  greatly  needed  by  our 
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aging.  I  think,  Senator,  we  are  going  to  have  to  find  some  way  of 
providing  a  pharmaceutical  center  where  our  people,  particularly  our 
senior  citizens,  know  they  are  getting  a  fair  deal  on  their  pharmaceu- 
tical supplies. 

Now,  I  know,  for  example,  from  the  personal  experience  we  have 
had  with  the  operation  of  the  Khode  Island  Group  Health  Associa- 
tion facility,  that  the  savings  for  pharmaceutical  supplies  runs  any- 
where from  30  to  70  percent.  And  I  am  hopeful  there  is  some  way  we 
are  going  to  be  able  to  provide  these  drugs  and  pharmaceutical  ma- 
terials at  a  discounted  price  for  our  senior  citizens. 

And  finally,  one  last  word.  Senator,  we  can  provide  a  tremendous 
amount  of  services,  health  carewise,  recreationwise,  and  education- 
wise,  when  we  have  our  senior  citizens  where  they  can  gather  together 
or  where  they  are  naturally  gathered  together.  I  think  of  the  facility 
such  as  Bradford  House.  There  is  not  a  week  that  goes  by  that  I  do  not 
receive  at  least  10  letters  requesting  some  type  of  assistance  in  having 
people  admitted  there. 

I  think  if  we  can  assure  a  better  share  of  housing  for  the  elderly  and 
we  have  these  people  in  these  facilities,  we  can  provide  the  health 
care  using  the  home  or  the  facility,  of  course,  as  the  center.  And  I  do 
hope,  Senator,  that  the  Congress  of  the  United  States  will  look  very, 
very  carefully  at  what  the  administration  requests  in  this  particular 
area  and,  naturally,  increase  it. 

With  that,  I  thank  you  for  the  opportunity  of  making  a  brief  pres- 
entation. 

Senator  Pell.  Thank  you  very  much.  Mayor  Doorloy.  I  would  add 
that  we  from  the  northeastern  part  of  the  country  are  very  conscious 
of  these  problems  of  the  elderly  and  the  importance  of  rear  ranching 
some  of  our  priorities  and  the  importance,  Mayor  Doorley,  of  having 
more  units  for  the  elderly.  Actually,  our  own  Congressman,  Congress- 
man St  Germain,  in  his  district  has  gotten  more  units  than  any  other 
Conofressman  in  the  coimtry,  but  we  need  far  more  because  the  pile 
of  citizens  is  6  years,  and  he  has  more  pressure  in  his  area  than  any 
other  area,  I  think,  in  our  State  in  this  regard. 

I  would  also  like  to  mention  that  this  hearing  is  not  just  a  unique 
occurrence,  but  is  one  of  a  series.  The  first  hearing  in  the  series  was 
held  in  May,  in  Los  Angeles,  and  we  had  one  in  Woonsocket,  in 
June.  Next  week  there  is  going  to  be  one  in  St.  Louis,  and  then  one  in 
Florida  and  in  Maine. 

These  hearings  of  this  subcommittee,  which  is  chaired  by  Senator 
Muskie  of  Maine,  have  been  called  at  his  request  and  we  hope  to  do  a 
fairly  good  job  covering  the  whole  United  States  so  as  to  find  out  how 
H.R.  1  can  be  improved,  what  are  the  needs  of  the  elderly,  and  to  try 
and  marshal  public  opinion  behind  a  reordering  of  the  priorities,  so 
you  don't  have  a  situation  that  presently  exists  where  better  than  95 
percent  of  the  moneys  that  are  authorized  for  defense  and  space  are 
spent,  while  an  average  of  50  percent  of  the  funds  that  are  authorized 
for  the  human  sector  of  the  economy,  health  and  education,  housing 
for  the  elderly,  things  of  that  sort,  are  spent. 

And  one  of  the  purposes  of  these  hearings  is  to  marshal  public 
opinion  to  try  to  rearrange  these  priorities.  Now  we  come  to  our  first 
panel,  which  is  the  Panel  on  Access  to  Health  Care.  And  I  would 
hope  that  the  first  panel,  which  is  Mrs.  Ann  Hill,  director  of  the  St. 
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Martin  dePorres  Center  for  Senior  Citizens;  and  Miss  Hannah.  Mar- 
shall, can  come  up  and  sit  with  us  here.  And  Miss  Kuth  Lamoreux  with 
Mrs.  Sadie  Gildea,  Mrs.  Connie  Carter,  field  aide  for  Project  SECAP, 
which  is  senior  citizens  action  program.  Mrs.  Eleanor  Slater,  an  old 
friend  and  coordinator  of  the  Rhode  Island  State  Division  of  Aging. 
And  most  important  of  all,  our  Col.  Walter  McQueeny,  chief  of  the 
Providence  Police  Department,  who  has  done  such  a  fine  job  in  opening 
communications  in  our  city  here. 

If  they  would  all  come  up  and  sit  in  the  panel  on  the  left,  I'd  be  very 
grateful.  Maybe  I  started  so  promptly,  which  is  unusual  for  a  politi- 
cian, we  haven't  got  all  of  our  panel  here.  I  think  I  still  want  to  keep 
on  schedule,  so  we  will  start  with  the  witnesses  that  we  have  and  just 
move  ahead. 

Medicare  could  provide  all  the  health  benefits  possible  and  still  be 
meaningless  to  our  older  citizens  if  those  health  benefits  were  not  ac- 
cessible to  our  senior  citizens.  Actually,  census  figures  today  indicate 
that  Providence  is  becoming  increasingly  a  city  of  citizens  of  gray- 
hairs,  longhairs,  and  Afros ;  that  is  to  say,  middle-class,  middle-aged 
citizens  have  moved  out  of  the  city  and  left  it  to  their  elderly  mothers 
and  fathers  and  the  youth  and  the  poor  of  the  city. 

Our  first  panel  will  discuss  the  relationship  of  our  poverty,  youth, 
and  our  elderly  citizens  in  our  city  of  Providence  and  see  how  this  re- 
lationship is  sometimes  rooted  in  brutal  crime.  Our  first  panel  will 
discuss  how  terror  has  immobilized  our  senior  citizens  and  inhibited 
them  from  obtaining  the  health  care  they  need.  And  I  see  our  panel  is 
increasing  in  size.  Colonel  McQueeny  has  many,  many  responsibil- 
ities ;  he  may  be  a  little  bit  late. 

So  I  think  we  will  open  up,  if  I  may,  with  Mrs.  Ann  Hill  and  Miss 
Hannah  Marshall.  And  I  would  ask  Mrs.  Hill,  director  of  the  St.  Mar- 
tin dePorres  Center  for  Senior  Citizens,  sponsored  by  the  Catholic 
Church,  to  begin.  She  is  a  member  of  the  Rhode  Island  Crime  Com- 
mission and  the  Rhode  Island  Drug  Commission.  And  Miss  Marshall,, 
who  is  with  her,  76  years  of  age,  has  been  robbed  twice  and  can  speak 
specifically. 

Mrs.  Hill  is  at  the  far  end.  Mrs.  Hill,  would  you  start  out  ? 

STATEMENT  OF  ANN  HILL,  DIEECTOE  OP  THE  ST.  MAETIN 
dePOEEES  CENTEE  POE  SENIOE  CITIZENS 

Mrs.  Hill.  Thank  you,  Senator  Pell.  I  think  that  a  part  of  this  dis- 
cussion in  transportation  and  crime  are  very  interrelated  with  many 
other  problems  that  go  along  with  it.  Miss  Marshall,  at  my  right,  is 
one  of  our  senior  citizens  who  has  had  the  personal  experience  of  being 
robbed,  purse  snatching  in  the  street. 

Lack  or  Immediate  Facilities  Contribute  to  Crime 

We  could  very  easily  attribute  these  things  to  many  circumstances^ 
It  is  my  opinion  that  the  lack  of  transportation  and  immediate  facil- 
ities in  certain  neighborhoods  contribute  a  great  deal  to  crime.  For  ex- 
ample, in  our  own  West  End  neighborhood,  we  do  not  have  a  super- 


231 


market;  so  it  means  that  our  seniors  travel  2  to  3  miles  for  grocery 
shopping.  The  same  thing  holds  true  in  other  areas. 

There  are  certain  days  in  the  week,  certain  hours  in  the  day  trans- 
portation is  very,  very  slow  on  our  streets.  Most  of  our  senior  citizens 
don't  drive.  Most  of  them  are  on  fixed  incomes,  which  means  an  im- 
possibility to  take  taxicabs.  So,  therefore,  they  are  prey  to  the  person 
who  wishes  to  snatch  a  bag. 

In  discussing  this  the  other  day,  I  related  our  high  drug  problem 
with  our  crime  wave  of  purse  snatching  and  robbery  of  our  elderly.  I 
also  attributed  the  fact  that  many  of  our  seniors  have  a  hearing  prob- 
lem. Because  of  the  high  cost  of  hearing  aids,  for  example,  many  per- 
sons cannot  afford  this  kind  of  health  service ;  therefore,  they  do  not 
hear  an  intruder  approaching  them. 

Senator  Pell  talked  about  our  community  becoming  a  white-haired 
Af roed,  and  long-haired  community.  I  thought  this  was  rather  unique 
in  that  most  of  us  attribute  the  white  youth  with  long  hair  as  being  a 
hippie,  and  we  are  afraid  of  them ;  and  we  attribute  the  black  youth 
with  the  Afro  being  a  Panther,  and  we  are  afraid  of  them.  Actu- 
ally, it  isn't  judging  a  book  by  its  cover;  it  isn't  always  these  kinds  of 
persons  that  are  robbing  us. 

I  don't  Imow  how  long  Senator  Pell  wishes  me  to  go  on  with  this,  but 
I  could  go  on  a  little  more  maybe  after  Miss  Marshall  has  given  her 
experience  personally  and  then  wrap  up  from  my  end. 

Senator  Pell.  We  want  to  run  right  down  the  panel.  First  Miss 
Marshall  and  then  we  will  move  on  from  there. 

STATEMENT  OF  HANNAH  MARSHALL,  PROVIDENCE,  R.I. 

iMiss  Marshall.  I  was  going  to  the  market  to  cash  my  check,  and  I 
didn't  have  very  much  money  in  my  pocketbook,  all  I  had  actually  was 
$28.30.  So  then  after  I  cashed  my  check  I  had  some  money  in  my  pocket- 
book  saved  to  pay  my  rent,  and  my  rent  was  $50.  So  then,  before  I  got 
home,  I  had  some  groceries  and  a  few  things. 

Monet  and  Groceries  Stolen  on  Street 

So  then  a  little  boy  in  the  store,  he  was  in  the  candy  department,  so 
the  grocery  man  said  he  has  some  candy ;  and  then  two  more  boys  were 
standing  outside  the  door.  I  didn't  see  those  two  boys.  And  when  I  come 
out  and  walking  home,  I  got  almost  home  to  Sunset  Village,  and  then 
three  boys  sneaked  up  behind  me,  my  bag  was  gone,  all  my  money  and 
my  groceries  and  everything  was  in  there  and  I  couldn't  pay  my  rent. 

Ajid  2  weeks  later  three  more  boys  were  trying  to  break  in  my  house. 
So  I  was  getting  ready  to  go  to  bed  and  I  got  on  the  phone  and  I  called 
up  my  daughter.  She  said,  "Well,  ma,  this  is  a  bad  thing,  that's  all  this 
is."  So,  then  I  go  to  the  phone  and  call  the  police.  The  police  was  so 
long  in  coming,  and  so  then  my  daughter  got  in  touch  with  my  daugh- 
ter-in-law and  she  said,  "Well,  ma,  you  have  to  have  someone  at  your 
house."  And  she  got  dressed  and  came.  And  still  the  cops  didn't  come. 

So  I  come  downstairs  and  I  was  scared  to  death.  And  so  then  the 
boys  came  back  again  and  they  said,  "I  will  cut  the  door,  I  will  cut  the 
screen  on  the  door."  And  so  finally,  in  the  meantime,  my  daughter-in- 
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law  came  and  I  rushed  out  the  door  and  three  boys  came  right  straight 
back  again  and  watched  me  get  in  the  car,  my  daughter-in-law's  car. 
And  so  then  she  drove  up  the  street  and  the  cop  was  up  there,  still  he 
didn't  come. 

Then  the  cop  came  and  so  he  said,  "What  can  we  do?"  So  I  said  to 
him,  I  said,  "I  am  not  going  to  go  back  and  let  the  three  boys  come  in 
with  a  knife."  So  then  I  rushed  out  the  door  and  I  went  to  my  daugh- 
ter-in-law and  stayed  overnight.  And  then  she  come  over  and  spent  a 
couple  of  nights  with  me.  Then  I  got  scared.  I  am  not  living  there  any- 
more. I  am  living  at  97  Superior  Street. 

Senator  Pell.  Thank  you  very  much  indeed,  Miss  Marshall.  I  think 
now  if  we  can  move  on  to  Miss  Ruth  Lamoreux  and  Mrs.  Sadie  Gildea. 
Miss  Lamoreux  is  the  director  of  the  Providence  Senior  Citizens  Cen- 
ter at  51  Empire  Street,  and  she  is  accompanied  by  one  of  the  Provi- 
dence senior  citizens.  Miss  Lamoreux. 

STATEMENT  OF  EUTH  LAMOHEUX,  DIEECTOE  OF  THE  PEOVIDENCE 
SENIOE  CITIZENS  CENTEE 

Miss  Lamoreux.  Thank  you,  Senator  Pell.  I  am  here  just  to  jo^ive  a 
few  instances  of  some  of  the  things  that  I  know  have  happened  to  the 
senior  citizens.  Even  though  we  take  precautions  and  our  program  is 
based  on  trying  to  take  the  fears  away  from  the  senior  citizens,  we  still 
continue  to  have  problems. 

For  instance,  we  had  a  2-day  trip  to  New  York  City.  We  planned 
that  trip  so  the  seniors  would  be  back  before  dark.  As  we  got  off  the 
bus,  it  was  just  dusk.  Two  of  our  senior  citizens  were  crossing  the 
street  when  two  fellows  grabbed  their  bags.  One  of  the  seniors  was  just 
lagging  a  little  behind  and  she  hollered. 

Now,  there  were  people  around,  but  the  question  is  people  do  not 
like  to  get  involved  in  anything,  so  they  just  sat  there  watching,  or 
stood  there  watching  these  fellows  run  off  with  the  bag.  Now,  I  know 
it  is  a  problem,  I  know  we  all  hate  to  get  involved  in  things  that  might 
end  up  wrong  for  us,  but  still  our  senior  citizens  need  protection. 

Another  incident  is  Margaret  Caldwell,  89-year-old,  who  is  one  of 
the  oldest  members  of  our  center,  and  I  think  we  are  all  very  familiar 
with  this  case  as  it  was  well  publicized.  Her  home  had  been  broken 
into  a  number  of  times  in  the  Chad  Brown  Housing  Area.  Even  with 
heavy  screening  in  the  windows  and  double  locks  on  the  doors  her 
home  was  broken  into,  I  think,  either  three  or  four  times. 

We  have  seniors  that  come  to  the  center  and  while  they  are  in  the 
center,  their  houses  are  broken  into.  And  this  is  because  they  live 
alone.  Evidently,  their  homes  are  watched  to  see  what  the  person's 
pattern  is,  and  when  they  see  a  person  go  out  on  Tuesday  at  1  o'clock 
and  they  don't  come  back  until  4  o'clock,  they  will  say,  "Well,  no  one's 
going  to  be  home  in  this  house ;  we  can  go  in  and  take  what  we  want." 

Elderly  Affected  Mentally  and  Physically  by  Eobberies 

People  have  got  to  realize  these  instances,  not  only  the  material 
things  they  lose,  but  what  it  does  to  the  individual  mentally  and 
physically.  We  also  had  another  lady  who  lived  at  Koger  Williams 
Housing  and  she  was  knocked  down  and  her  pocketbook  taken  on 
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three  different  occasions.  After  the  last  one  she  was  missing  from  the 
center  and  she  was  one  who  never  missed,  she  was  always  there.  We 
checked  to  find  out  she  was  ill.  People  attribute  her  death  to  being 
knocked  down  for  her  pocketbook,  and  on  one  incident  she  only  had 
18  cents  in  her  bag. 

Now,  I  think  Mrs.  Gildea  can  tell  of  the  things  that  have  happened 
to  her  and  she's  avoided  some  of  this  by  speaking  out  to  individuals. 
I  know  it  takes  an  awful  lot  of  courage,  but  even  to  the  senior  citizen 
we  have  got  to  help  one  another.  You  know,  our  program  is  geared 
because  of  fear.  We  are  only  open  at  our  center  from  9  o'clock  to  4 
o'clock,  and  if  you  visited  us  you  would  note  that  between  3  and  4 
o'clock,  people  pick  up  their  things  and  get  ready  to  go  home,  because 
they  do  not  want  to  be  out  after  the  sun  sets. 

I  think  it  is  a  shame  that  we  can't  have  a  few  evening  programs 
without  the  senior  citizen  having  these  fears.  Thank  you  very,  very 
much,  indeed. 

Mrs.  Gildea  will  now  cite  a  few  instances. 

STATEMENT  OF  SADIE  GILDEA,  PROVIDENCE,  R.I. 

Mrs.  Gildea.  Mine  are  very  minor  compared  to  what  Miss  Lamoreux 
had  to  offer,  but  I  come  to  the  center  of  Providence  quite  often  and  I 
have  had  several  experiences  which  other  people  wouldn't  think  too 
much  about.  I,  at  Tilden  and  Thurber's,  on  the  Mathewson  Street  side, 
met  two  girls  holding  up  a  lady  for  money,  which  people  have  told 
me  I  was  foolish  to  do,  I  got  in  between  and  asked  the  girls,  "IVhat 
are  you  doing  to  this  woman?  Are  you  asking  her  for  money?" 

And  this  younger  one  said,  "Yes."  And  I  said  to  the  woman,  "Don't 
give  them  any  money.  I  will  go  right  around  the  corner  and  get  the 
policeman."  I  didn't  know  where  the  policeman  was,  but  I  said,  "What 
are  you  going  to  do  with  the  money  ?"  They  said  they  were  going  to  the 
show,  but  that's  the  start. 

The  other  day  I  came  to  INIathewson  Street,  three  boys  had  rocks 
stoning  an  elderly  man,  and  I  went  to  the  boys  and  said,  "How  would 
you  like  somebody  to  do  that  to  your  father?"  I  was  with  another  lady 
and  she  left  me  because  she  was  afraid.  And  I  found  the  boys  and  the 
man  stood  there  and  I  went  around  the  corner  of  Grace  Church  and 
on  the  steps  there  was  a  young  man  sitting,  and  he  said  to  me,  "What  is 
the  matter?"  And  I  said,  "Those  three  boys  there  are  stoning  an  el- 
derly man  on  Mathewson  Street,  and  he  is  coming  through,  you  will 
see  him  in  a  minute." 

He  said  to  me,  "Please  go  along  and  don't  bother,  I  will  take  over." 
And  he  followed  those  boys  and  chased  them  and  they  went  down 
Westminster  Street  through  the  Mall  and  went  between  Shepard's 
and  Cherry's  because  I  stood  on  the  steps  of  Grace  Church  to  see  where 
they  went.  So  when  I  was  coming  home  the  other  day,  I  have  another 
complaint,  bicycles  on  the  Mall.  They  won't  let  you  by.  You  get  up 
against  the  window,  and  this  day  they  had  a  war  at  the  corner  of 
Shepard's  on  one  of  those  big  planters  that  they  have  in  the  center, 
and  wouldn't  let  us  go  by. 

They  said,  "Go  ahead,  you  are  old  enough  to  walk  around  the  mid- 
dle of  the  road."  And  finally,  I  got  the  younger  one  at  the  end,  I 
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thought  I  could  maybe  get  by  him,  and  I  pushed  the  bicycle  and  got 
by,  but  he  closed  it  up  after  I  left. 

So  those  are  the  minor  things  that  grow  into  big  things  and  that's 
why  I  am  telling  you. 

Senator  Pell.  Thank  you  very  much. 

Miss  Lamoreux.  We  have  run  into  a  number  of  people  who  have 
had  instances  happen  to  them  of  either  their  pocketbook  being 
snatched  or  their  homes  being  broken  into,  and  they  have  a  fear  to 
call  the  police  because  they  are  afraid  there  will  be  reprisals,  and  I 
think  that's  terrible.  For  instance,  when  I  was  checking  out  my  list 
of  people,  I  contacted  individuals,  and  some  of  them  did  not  want  it 
mentioned  because  they  were  afraid  if  this  got  publicized,  that  the 
same  thing  would  happen  all  over  again. 

Senator.  Pell.  Thank  you.  Now  Mrs.  Connie  Carter  will  be  the  next 
witness,  and  she  is  accompanied  by  Mr.  Arthur  Conroy.  Mrs.  Carter 
is  field  aide  for  Project  SECAP,  and  Mr.  Conroy  is  one  of  her  citizen- 
clients  and  has  been  robbed  twice  himself.  I  will  ask  Mrs.  Carter  to 
speak  first. 

STATEMENT  OE  CONEflE  CAETEE,  EIELD  AIDE  FOE  PEOJECT  SECAP 

Mrs.  Carter.  Thank  you.  Senator  Pell.  My  name  is  Connie  Carter.^  I 
am  a  field  aide  for  Project  SECAP.  SECAP  has  a  staff  of  nine:  six 
aides,  one  director,  and  one  assistant  director,  and  one  clerk-typist, 
which  serve  the  senior  citizens  of  the  model  cities  Martel  neighbor- 
hood. At  present,  we  are  providing  direct  services  to  406  persons. 
We  have  contact  with  over  200  persons  that  presently  do  not  need  our 
services,  but  know  that  we  are  on  call  if  they  should  need  us. 

All  of  the  following  instances  are  fully  documented  and  can  be 
<ihecked  at  any  time.  In  providing  health  care  to  senior  citizens,  we 
have  discovered  many  of  the  problems  and  problem  areas.  A  most 
serious  one  is  the  victim  of  senior  citizens  being  alone  on  the  streets 
because  of  the  crime  atmosphere  in  the  neighborhood.  Upon  request, 
within  5  minutes  I  can  list  17  people  who  were  attacked,  robbed,  and 
beaten.  One  of  these  situations  concerns  a  lady  who  was  attacked  by 
four  females  as  she  was  waiting  for  us  to  pick  her  up. 

One  of  the  victims  became  fed  up  with  the  situation,  moved  out  of 
the  neighborhood.  When  she  moved  out,  she  found  out  the  neighbor- 
hood in  which  she  moved  to,  they  did  not  provide  the  type  of  services 
that  we  provide,  so  she  moved  back.  Our  experience  has  indicated  that 
the  need  for  transportation  is  a  paramount  problem  and  getting  sen- 
ior citizens  to  these  points  that  they  can  get  health  care. 

Robbed  While  Delivering  Food  Stamps 

Three  days  a  week  we  have  the  Red  Cross  vehicle  that  we  provide 
transportation  to  the  doctors  and  the  hospital  clinics.  We  even  have 
situations  where  persons  have  been  fearful  of  using  the  rescue  squad. 
A  recent  situation  concerned  one  of  our  field  aides  on  Friday  who  was 
attacked  while  she  went  to  get  food  stamps  for  individuals,  for  the 
senior  citizens,  and  cash  their  checks.  As  she  was  distributing  the 
food  stamps  and  the  cashed  checks  for  two  of  the  senior  citizens,  she 
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and  a  volunteer  worker  were  dragged  out  of  the  car,  robbed,  and  both 
handbags  were  snatched.  There  is  also  

Senator  Pell.  Excuse  me.  I'd  like  to  interrupt  this  to  say  Mrs.  Per- 
son, by  coincidence,  is  supposed  to  be  on  the  next  panel,  so  she  is  not 
here,  and  we  understand  the  reason.  If  she  is  here,  I  congratulate  her 
on  her  bravery  in  being  here. 

Mrs.  Carter.  I  have  something  else  to  say.  There  is  also  the  problem 
of  the  press  publishing  the  names  and  addresses  of  the  victims,  there- 
by giving  the  hoodlums  an  address  at  which  to  use  the  keys  inevitiably 
found  in  the  snatched  bag. 

To  my  right  I  have  Mr.  Conroy,  who  would  like  to  tell  the  audience 
what  happened  to  him. 

STATEMENT  OF  ARTHTJR  CONROY,  PROVIDENCE,  R.I. 

Mr.  CoNROY.  Thank  you,  Senator.  The  main  trouble  with  us  seems  to 
be  in  the  mail  boxes.  They  go  doAvn  there,  if  you  ain't  right  there  when 
the  mailman  comes,  you  don't  get  any  mail  because  somebody  beats 
you  to  it.  So  I  have  been  attacked  down  there,  once  I  lost  $16  and  the 
next  time  I  had  no  money;  I  don't  carr}'  any  more  money  down  there. 

And  I  think  wlien  the  checks  come  the  1st  of  the  month  and  the  16th 
of  the  month,  I  think  we  ought  to  be  provided  with  a  guard  or  some- 
thing. Not  only  good  for  us,  but  good  for  the  mail  carrier,  too.  And  I 
think  when  the  checks  come,  there  should  be  somebody  there,  security 
guard  or  someone  there  to  take  care  of  us. 

Some  time  ago,  since  I  lost  that  money,  I  have  lost  a  couple  of  orders 
of  food  stamps  since  then,  and  it  is  all  in  tlie  corridor.  It  happens  right 
in  my  own  house.  I  think  if  we  had  a  guard  tliei-e.  somebody  to  Iveep  an 
eye  on  them,  I  think  we'd  eliminate  a  lot  of  the  stuff  that's  going  on. 

I  called  the  police.  The  police  did  a  good  job.  They  go  right  after  it. 
The  second  fellow  took  me  and  I  didn't  have  any  money,  but  he  took 
me  up  the  stairs  and  hit  me  right  in  back  of  the  neck  and  I  fell  down. 
And  I  called  the  police  about  it  and  they  had  the  fellow  in  1  hour.  He 
was  a  training  school  man  that  got  away. 

So  I  think  if  we  had  a  little  more  protection  for  check  day,  I  think 
it  would  be  <rood  for  us  and  good  for  the  mailman. 

Senator  Pell.  Thank  you  very  much,  Mr.  Conroy.  So  you  all  under- 
stand, you  have  been  robbed  twice,  as  I  understand  it,  and  you  feel 
your  main  problem  is  through  the  mails  ? 

Mr.  CoNROY.  Senator,  I  want  to  state  one  little  item.  This  place 
that  Mrs.  Carter  belongs  to  is  one  of  the  best  organizations  you  can  get 
for  the  old  people.  They  did — they  take  wonderful  care  of  us.  They 
get  our  stamps  and  they  do  everything  possible  to  help  you  out.  And 
I  think  they  sure  deserve  a  little  something  good  for  them. 

Senator  Pell.  Eight.  Thank  you  very  much.  I'd  like  to  ask  the 
audience  if  they  would  participate  a  bit  here  and  would  all  those  in 
the  audience  who  either  have  been  the  victims  of  hooliganism  or 
vandalism  or  seen  instances  of  hooliganism  or  vandalism,  the  crime, 
violence,  would  you  hold  up  your  hands,  all  who  have  been  either 
the  victim  or  witness.  Give  us  a  feel  of  how  prevalent  it  is  among  the 
older  people.  About  1  out  of  6,  I'd  say,  something  of  that  sort. 

Thank  you  very  much.  Now,  Mrs.  Eleanor  Slater,  a  very  old  friend. 
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STATEMENT  OP  ELEANOE  SLATEE,  COOEDINATOE,  DIVISION  ON 

AGING 

Mrs.  Slater.  Thank  you,  Senator.  I  have  turned  in  a  formal  paper 
for  the  record.  I  am  just  going  to  shortcut  this  and  take  short  excerpts 
from  it.  And  to  underscore  what  I  think  

Senator  Pell.  I'd  like  to  interrupt  here  and  assure  all  the  witnesses 
if  they  have  longer  statements  than  they  say,  the  full  statement  will  be 
published  in  the  record.* 

Mrs.  Slater.  Transportation  is  the  real  problem.  Transportation 
may  well  be  the  sleeper  as  the  prime  issue  at  the  soon  to  be  held  White 
House  Conference  on  Aging.  Almost  every  State  had  transportation 
as  the  top  priority  in  the  State  White  House  Conference.  This  makes 
sense  when  one  stops  to  think  about  services  and  programs.  How  do 
poor  elderly  get  to  use  services  and  participate  in  programs  unless  they 
have  the  means  to  get  where  services  are  available?  Transportation 
is  the  real  problem,  is  a  worry,  is  a  frustration.  It  is  unobtainable  to 
many. 

Transportation — ^a  Real  Problem 

Today,  many  of  you  attending  had  to  have  transportation  to  get 
here.  Transportation  is  a  real  problem ;  it  is  difficult.  To  be  constantly 
concerned  on  how  to  get  there,  whether  it  be  to  a  meeting  with  others 
or  for  a  hot  meal  or  pleasant  socializing  or  to  get  to  the  doctor's  office, 
a  hospital,  a  clinic,  or  to  go  marketing  for  food  or  any  other  reasons, 
older  people  more  than  any  other  age  group  get  worn  down  and  become 
resigned  to  being  unable  to  be  mobile  and  thus  may  become  isolated, 
unless  they  have  the  transportation  to  take  care  of  getting  to  all  these 
various  services. 

For  instance,  older  people  cannot  walk  too  far  for  public  transporta- 
tion nor  wait  too  long.  Ofttimes  they  are  physically  not  capable. 
Many  times  they  are  afraid  to  walk  in  certain  neighborhoods.  Violence 
has  made  living  in  some  neighborhoods  a  nightmare.  And  I  won't 
belabor  that  particular  point  because  this  is  what  we  are  hearing. 

We  believe,  we  in  the  Rhode  Island  Department  of  Community 
Affairs,  have  a  good  idea.  A  grant  proposal  has  been  written  and 
delivered  to  the  Department  of  Transportation  in  Washington  for  a 
demand  delivery  transportation  system,  a  pilot  project  to  be  inaugu- 
rated in  this  State.  This  grant  is  still  alive  because  we  have  only  been 
in  contact  a  few  days  ago  in  Washington  and  we  hope — we  still  live 
in  hope  that  we  may  be  one  of  the  States  in  the  country  to  have  a 
program  of  a  demand :  Delivery  kind  of  transportation. 

A  study  that  was  made  of  the  elderly  in  the  State,  titled  "The  Aging 
in  the  Rhode  Island  Community,  1970,"  gives  some  data  on  physical 
conditions  which  do  not  necessarily  hospitalize  people,  but  identifies 
those  who  can  get  around,  however  limited.  Now,  we  have  a  vast 
number  of  these  people.  Senator.  Those  who  are  in  hospitals  get  there, 
but  there  are — well,  I  will  go  on  here — for  example,  arthritis  is  one 
of  the  most  prevalent  diseases  of  the  aged,  and  yet  only  58  percent  of 
the  elderly  in  Rhode  Island  who  have  arthritis  indicated  having  re- 
ceived any  medical  help  for  their  painful  and  crippling  disease. 


*See  appendix  1,  p.  310. 
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Only  abput  35  percent  of  those  suffering  from  varicose  veins  received 
medical  assistance.  There  are  similar  examples  of  hemorrhoids,  anemia, 
constipation,  and  sinus,  such  conditions  as  these,  they  are  conditions 
for  which  many  people  need  medical  care,  and  yet  they  are  not  ill 
enough  to  be  in  a  hospital.  I  would  say  that  probably  75  percent  of 
our  older  population  find  themselves  in  this  kind  of  group,  and  these 
are  the  people  that  we  want  to  bring  health  services  to. 

But  again,  so  many  cannot  get  to  the  health  services  unless  there  is 
transportation.  I  won't  go  on  because  my  paper  here  is  in  the  record. 
All  I  can  say.  Senator,  that  these  statistics  are  in  the  study,  we  are 
aware  of  them  and  we  know  them.  The  Older  Americans  Act,  my 
office,  the  Division  on  Aging,  is  financing  two  transportation  programs 
here  in  the  State.  One,  the  Urban  League  is  the  grantee,  they  share  in 
part  of  the  cost. 

But  this  is  down  in  the  model  cities  area  of  Providence,  a  transport 
and  escort  service.  The  escort  service  is  part  of  this  particular  service 
because  of  the  kinds  of  things  that  you  have  heard  these  elderly  people 
say.  The  escort  service,  they  go  right  up  to  the  door  of  the  apartment 
or  the  tenement  and  bring  the  person  down  to  the  vehicle.  And  also, 
if  it  is  a  marketing  kind  of  trip  they  have  been  on,  carry  the  bag  into 
the  house. 

Also,  Senator,  this  summer,  without  Federal  funds,  with  State  funds 
and  with  private  funds,  I  might  say  that  the  Grace  Episcopal  Church 
made  a  gift  of  $2,000,  plus  $5,000  in  just  State  funds,  and  we  have 
been  running  transportation  summer  programs  of  taking  people  who 
live  in  Providence  on  regular  marketing  trips.  We  are  hopeful  of 
developing  this  even  moi'e,  and  I  see  ^Ii'.  ^lax  Cohen  in  the  audience 
here.  Max  Cohen  came  to  the  Governor's  office  with  several  others — 
I  would  say  30,  35  other  senior  citizens — and  we  talked  about  10  days 
ago.  Mr.  Cohen  has  some  idea  about  getting  together  with  management, 
our  office,  and  setting  up  a  transportation  marketing  program  for  the 
elderly.  Max,  we  want  to  see  you. 

We  are  doing  all  we  can  to  the  degree  there  is  personnel,  to  the 
degree  there  is  money,  we  are  aware  of  the  programs  and  are  very 
anxious  to  do  more  about  them. 

Senator  Pell.  I  thank  you  very  much.  In  that  connection,  we  are 
following  up  on  this  request  of  yours  to  the  Department  of  Transpor- 
tation and  we  do  the  best  we  can.  I  think  another  point  here  is  that 
the  vehicles  will  be  electric  vehicles,  which  go  slower  and  also  will 
pollute  the  air  less.  In  that  regard,  I  think  we  are  very  fortunate  that 
the  Assistant  Secretary  of  Transportation  for  Environment  is  a  former 
Ehode  Islander  and  his  good  offices  also  would  be  of  great  help  in 
producing  more  vehicles  of  this  sort. 

I  must  add  in  my  own  inspection  or  visit  to  various  housing  for  the 
elderly  units,  I  have  noticed  this  question  of  transportation  is  par- 
ticularly important.  Thank  you.  Now  we  have,  as  our  final  witness  on 
this  panel,  Col.  Walter  McQueeny.  I  would  like  to  add  a  personal  word 
of  thanks  to  him  for  coming,  because  we  have  just  seen  the  amount  of 
work  he  has  from  the  statements  of  the  previous  witnesses,  and  also  to 
congratulate  him  on  the  way  he's  opened  up  communications  with  all 
the  different  elements  of  our  community. 

I  think  the  relationships  between  black  and  white  are  better  now, 
thanks  to  him,  as  far  as  the  police  and  the  citizens  go,  and  they  haven't 
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been  this  way  in  many,  many  years.  I  have  a  high  personal  regard  for 
Walter  McQueeny  and  am  glad  he  consented  to  be  a  witness  here. 
Colonel  McQueeny. 
[Applause.] 

STATEMENT  OF  COL.  WALTER  A.  McQTJEENY,  CHIEF  OP  PROVIDENCE 
POLICE  DEPARTMENT 

Colonel  McQueeny.  Thank  you  very  much,  Senator.  The  Honorable 
Senator  Pell  and  staff,  members  of  the  panel,  Reverend  Fathers  and 
Sisters,  ladies  and  gentlemen,  I  think  after  the  events  that  I  have  heard 
told  about  here  this  morning,  if  I  were  at  all  weak  I  would  throw  the 
towel  in  and  walk  out  the  front  door  and  say,  "See  you  later."  It  would 
seem  that  it  is  an  insurmountable  problem. 

However,  let  me,  if  I  might,  and  you  might  bear  with  me  for  just 
a  few  moments,  give  you  a  little  bit  of  insight,  of  my  insight,  of  some 
of  the  problems  that  have  been  brought  out  this  morning.  Some  of  my 
reference  to  them  may  be  repetitious.  I  know  most  of  the  people  who 
have  spoken.  I  have  the  highest  regard  for  them.  I  know  they  are 
telling  the  truth.  In  fact,  I  could  multiply  many  times  over  the  number 
of  events  that  they  have  given  you  in  a  small  way  this  morning. 

Safety  of  Seniors — Top  Priority 

I  can  tell  you  about  what  most  of  the  people  at  this  table  are  doing, 
and  I  can  tell  you  that  I  have  the  very  highest  regard  for  you,  as 
senior  citizens.  Upon  my  return  to  the  Providence  Police  Department 
on  January  24, 1  made  a  statement  to  the  police  department  in  general 
on  what  I  called  a  general  roUcall  of  all  policemen  gathered  together 
under  one  roof  that  my  priority,  and  top  priority,  was  the  handbag- 
snatching  and  the  knocking  down  of  the  older  and  senior  citizens  and 
people  innocently  walking  down  the  streets,  getting  off  buses,  and 
immediately  ordered  what  I  call  an  aggressive  patrol. 

We  have  moved  ahead  with  what  I  did  call  aggressive  patrol.  We  are 
not,  nor  do  I  sit  here  this  morning  under  any  circumstances  wanting 
to  create  the  impression  that  we  have  solved  the  problem  by  any 
means.  I  can  only  tell  you  this,  that  we  have  made  more  arrests  in 
perhaps  the  last  5  months  than  have  been  made  in  some  time,  but  also 
crime  has  gone  up. 

Now,  I  have  some  answers  of  my  own.  Everybody  will  not  agree 
with  me,  but  I  think  that  I  would  be  hypocritical  if  I  did  not  express 
my  feelings  as  I  feel  them,  regardless  of  whether  they  are  taken  dif- 
ferently by  somebody  else  or  not.  I  can  find  no  way  of  being  the  chief 
of  police  of  the  capital  city  of  this  State  unless  I  am  sincerely  honest 
in  what  I  think  are  some  of  the  root  causes.  I  would  accept  the  respon- 
sibility for  the  police,  I  would  tell  you  that  we  have  faltered  in  some 
areas.  I  would  tell  you  that  I  would  like  to  be  able  to  have  a  police- 
man on  every  street  where  a  crime  occurs.  I  would  tell  you  that  I  have 
ordered  all  of  our  cars  up  and  down  every  side  street,  when  they  see 
buses  stop  and  people  get  off  to  ride  up  and  down  these  streets,  whether 
they  are  marked  police  cars  with  big  words,  "Police,"  on  them,  or 
whether  they  are  the  new  innovative  approach  that  I  have  taken  to 
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deal  with  this  situation  by  putting  men  out  with  beards  and  leather 
jackets  and  motorcycles  and  trucks  and  taxicabs  and  any  other  vehi- 
cles that  I  can  find  to  fight  crime.  I  will  fight  crime  in  whatever  way 
I  have  to  do  it  to  try  and  eliminate  this  terrible  problem.  [Applause.] 

Now,  I  want  to  say  this :  I  feel,  and  I'd  like  to  explain  to  you  if  I 
can,  I  am  sure  we  have  a  few  moments,  that  I  don't  believe — first  of 
all,  let  me  say  I  think  that  the  police  are  like  the  top  of  an  iceberg, 
if  I  might  explain  it  in  that  way.  They  are  completely  visible,  easily 
observed,  but  representing  only  one-eighth  of  the  total  iceberg.  The 
remainder  of  that  total  iceberg,  if  you  will,  is  the  entire  criminal 
justice  system,  which  I  think  has  a  part  and  should  be  concerned  with 
the  robberies  and  the  crime  that  is  taking  place,  and  not  just  always 
be  ready  to  blame  the  police. 

I  will  accept  the  blame  for  the  police  when  we  falter  and  when  we 
do  not  catch  the  criminals.  But  when  I  think  there  is  another  section 
of  an  entire  picture  that  should  be  looked  into,  then  I  think  it  is 
about  time  we  explained  a  little  bit.  I  am  not  against  the  courts,  be- 
lieve me,  but  I  have  some  things  to  say.  When  I  say  that  the  entire 
criminal  justice  system  moves  about  obscured  from  sight,  yet  repre- 
sents seven-eighths  of  the  total  iceberg,  and  just  as  alterations  to  the 
top  of  the  iceberg  cannot  substantially  affect  the  total  mass  of  ice, 
changes  in  the  efficiency  or  effectiveness  of  the  police  alone  did  not 
substantially  affect  the  criminal  justice  system  over  a  long  period  of 
time. 

In  the  State  of  Rhode  Island,  for  example,  31  percent  of  the  criminal 
justice  dollar  is  spent  for  police  operations,  while  28  percent  is  spent 
for  prosecution  and  adjudication  of  offenders,  8  percent  is  spent  for 
probation  and  parole  services,  and  the  remaining  33  percent  is  spent 
to  operate  custodial  correctional  institutions.  Consider  the  import  of 
these  figures,  ladies  and  gentlemen,  if  you  will.  One-third  of  the  total 
for  prosecution  and  adjudication  of  offenders,  8  percent  is  spent  for 
the  care  of  400  or  so  offenders,  75  percent  of  whom  will  later  be  ar- 
rested ;  28  percent  of  the  local  expenditures  has  been  used  to  determine 
guilt  or  innocence,  and  only  8  percent  is  used  for  community-oriented 
treatment  of  offenders.  And  most  importantly,  over  75  percent  of  crim- 
inal justice  expenditures  are  concerned  with  costs  which  occur  after 
crimes  have  been  committed,  and  75  percent  of  the  costs  occur  after 
offenders  have  been  arrested. 

More  Emphasis  on  Crime  Prevention 

What  does  this  all  suggest?  It  is  my  belief  that  it  very  strongly 
suggests  that  we  reorient  our  approach  to  the  criminal  justice  system. 
It  very  strongly  suggests  that  we  attempt  to  prevent  crime,  that  we 
attempt  to  prevent  young  people  from  becoming  involved  in  crime, 
and  increase  the  effectiveness  of  our  treatment  of  those  people  who  do 
become  criminals. 

Our  strategy  in  the  prevention  and  reduction  of  crime  must  be  based 
on  a  three-pronged  attack,  and  if  you  will,  I  might  suggest  those  three 
prongs.  We  must  reduce  the  need  and  the  desire  to  commit  crime.  We 
must  increase  the  difficulty  of  committing  crime.  And  we  must  increase 
the  efficiency  of  all  elements  of  the  criminal  justice  system,  and  not  just 
the  police. 
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The  reduotion  of  the  need  and  desire  to  commit  crime  involves  far 
more  than  the  criminal  justice  system.  It  involves,  if  you  will,  the 
whole  society.  It  must  include  the  elimination  of  the  ghettoes,  the  slums 
that  spawn  crime,  the  provision  of  equal  opportunities  in  education  and 
employment,  and  the  identification  of  the  psychological  and  sociologi- 
cal roots  of  criminal  behavior.  It  must  include  better  efforts  to  assist 
those  who  do  run  afoul  of  the  law  despite  the  best  efforts  of  parents, 
schools,  and  youth  agencies. 

Now,  I'd  like  to  make  some  reference  to  the  courts,  if  you  will,  only 
to  make  some  points  to  you  with  regard  to  some  of  the  cases  that  have 
been  mentioned  here  this  morning  by  this  honorable  panel,  and  a  most 
respectful  panel  and  a  truthful  panel.  But  I  say  to  you  this,  ladies  and 
gentlemen,  we  have  had  handbag  snatches,  people  knocked  down,  89- 
year-old  women  with  their  ribs  and  nose  kicked  in,  which  have  brought 
my  blood  pressure  to  a  point  that  I  have  had  to  go  under  a  doctor's 
care,  believe  it  or  not,  because  it  irks  me  and  it  irritates  me  so  much. 

And  if  you  don't  think  that  I  spent  8,  10,  14,  or  15  hours  in  that 
police  department  trying  to  find  some  of  the  answers  to  these  prob- 
lems, then  I  respectfully  submit  to  you  that  you  talk  to  my  subordi- 
nates to  find  out  whether  or  not  this  is  true.  I  spent  1  year  and  10 
months  on  a  leave  of  absence  involved  as  the  executive  director  of  the 
Law  Enforcement  Assistance  Administration  program  dealing  with  the 
money  that  was  being  filtered  into  Rhode  Island,  and  I  was  the  ap- 
pointment of  His  Excellency,  Governor  Licht. 

During  my  1  year  and  10  months  in  that  program,  which  I  left  vol- 
untarily because  I  wanted  to  be  the  chief  of  police,  and  sometimes  I 
wonder  whether  I  should  have  seen  a  psychiatrist  when  I  was  sitting 
comfortably  in  a  nice  office,  but  those  handbag  snatchers  and  these 
women  that  have  been  assaulted  have  irritated  me  to  no  end.  But  what 
are  more  of  the  problems  than  we  are  confronted  with  and  faced  with 
this  morning? 

Victims  Afraid  To  Make  Identlfication 

No.  1,  I  put  it  to  you  very  bluntly,  identification.  No.  2,  repercus- 
sions, people  being  afraid.  And  I  think  that  probably  they  have  a  right 
to  be  afraid.  But  I  tell  you  that  there  are  some  people  that  before  long 
have  got  to  stand  up  and  be  counted.  They  have  got  to  come  in  and 
identify  these  people  and  give  us  the  opportunity  of  placing  them 
before  the  courts. 

Now,  I  want  you  to  know  that  we  have  placed  a  great  number  of 
them  before  the  courts ;  and  let  me  tell  you  that  it  is  no  small  number,  it 
is  a  large  number.  And  I  want  to  repeat  something  that  I  heard  here 
this  morning  made  reference  to  of  some  of  the  young  fellows  with  the 
long  hair  and  mustache  and  the  beards.  They  are  not  the  worst  kids  in 
the  world,  believe  me.  There  are  some  very  great  ones.  I  am  not  here  to 
criticize  them.  Just  because  I  happen  to  wear  my  hair  short — I  wish 
I  had  some  hair.  [Laughter.] 

But  the  point  is  I  say  to  you  that  these  kids  are  not  all  bad.  A  small 
percentage  of  these  kids  are  making  every  kid  in  America  look  bad, 
the  same  as  a  small  percentage  of  the  policemen  make  every  cop  in 
America  look  bad.  Now  let  me  say  this  to  you,  there  is  some  explana- 
tion that  I  think  is  deserving  of  your  consideration,  and  particularly 
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of  the  honorable  Senator  s  consideration  and  the  people  sitting  in  the 
House  and  the  Senate  in  Washington.  While  I  do  not  know  the 
answers,  I  am  not  a  lawyer,  I  am  a  cop,  frankly ;  but  let  me  be  very 
honest  in  my  opinion  of  what's  happened  since  some  of  the  things 
that's  happened  on  Supreme  Court  decisions  dating  back  to  1961,  and 
then  you  can  draw  your  own  inferences  as  to  why  you  are  being  as- 
saulted and  knocked  down  and  robbed.  But  let  me  just  cite  you  a  few 
of  them. 

The  Mapp  v.  Ohio^  Escdhedo  v.  Illinois^  Miranda  v.  Arizona^  Wade 
V.  The  United  States^  and  Gault  v.  Arizona^  all  are  cases  which  go 
directly  to  the  exclusionary  rule  of  law  which  requires  that  any  evi- 
dence obtained  in  the  violation  of  constitutional  rights  of  an  individual 
must  be  excluded  from  the  weight  of  evidence  in  the  prosecution  of 
the  defendant.  Now,  let  me  just  explain  that  perhaps  in  my  own  terms 
as  a  policeman. 

More  Consideration  to  Victim's  Eights 

I  am  not  against  the  Constitution  of  the  United  States,  God  bless  us, 
I  love  this  country  and  we  need  it  and  I  am  for  every  bit  of  it,  and  I  am 
for  everybody's  rights.  But  I  think  it  is  about  time  consideration  was 
given  to  your  rights  besides  the  criminal's,  and  just  as  much  and  even 
weighed  more  so  your  rights  rather  than  the  little,  small,  technical 
errors  that  are  made  in  a  warrant  that  causes  it  to  become  defective 
and  the  hardened  criminal  is  released  to  walk  the  streets  and  to  prey 
upon  you  again. 

Recidivism  is  the  cause  of  most  of  our  crime  and  this  can  be  proven 
over  and  over  and  over  again  because  I  can  name  to  you  over  and  over 
and  over  again  the  same  people  day  in  and  day  out  walking  into  the 
training  school,  walking  out,  coming  back  into  the  street,  going  to  the 
jail,  suspended  sentences,  probation,  no  bail,  low  bail,  personal  re- 
cognizance, and  if  you  don't  think  this  has  had  an  effect  on  your  liv- 
ing, then  there  is  something  wrong  with  my  thinking.  [Applause.] 

Let  me  just  go  a  little  bit  further  and  then  I  will  be  very  happy  to 
cease  my  testimony.  The  Mapp  case  in  Ohio  began  the  special  rule 
whereby  all  evidence  secured  in  violation  of  constitutional  rights  of 
an  individual  is  excluded  is  applicable  to  all  lower  courts.  Now,  I  go 
along  with  that,  that  is  a  reasonable  thing ;  I  think  the  Supreme  Court 
has  done  some  good  things.  I  am  not  against  everything  they  have 
done.  Escohedo  case  in  Illinois  was  decided,  accused  persons  have  the 
right  of  assistance  of  counsel  not  only  at  trial,  but  also  at  the  critical 
stages  of  investigation.  That  is  the  sixth  amendment  protection. 

Now,  the  case  of  Mr.  Escobedo,  Danny  Escobedo  in  Chicago,  111., 
was  that  he  was  questioned  by  the  police  and  that  when  a  lawyer  at- 
tempted to  see  him,  the  police  did  not  allow  him  to  be  seen,  and  as  a 
result  the  lawyer  could  see  him  through  the  doors  and  he  felt  this  was 
a  violation  of  his  constitutional  rights  that  the  police  withheld  and 
would  not  let  him  be  talked  to  by  his  attorney.  I  am  not  opposed  to  this. 

But  was  it  necessary  to  apply  this  to  every  one  of  the  other  49  States 
of  America  because  one  police  department  may  have  made  a  mistake  ? 
Now  we  have  the  rule  whereby  if  we  pick  up  a  criminal  and  the  crime 
has  been  committed  and  one  of  you  ladies  is  laying  in  the  street  or  you 
are  in  the  hospital  and  you  are  unconscious  and  you  are  in  no  condi- 
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tion  to  identify,  then  if  we  bring  the  man  in  and  he  says,  "My  name  is 
Joe  Jones  and  that's  all  I  am  going  to  say  and  I  want  my  attorney," 
then  that  is  what  we  have  to  do.  And  when  the  attorney  arrives,  you, 
can  be  sure  he  tells  him,  "You  don't  open  your  mouth,  you  say  noth- 
ing." This  is  one  of  the  cases. 

Now,  I  could  go  on  citing  many,  many  of  these  things,  but  this  is 
probably  beyond  the  scope  of  my  testimony  and  I  apologize  if  I  have 
done  that.  But  let  me  say  this,  there  are  economic  problems  in  the 
cities  and  towns  all  over  the  United  States  of  America.  We  need  more 
police.  We  have  the  Law  Enforcement  Assistance  Administration, 
which  has  provided  up  to  $4  million  for  the  State  of  Rhode  Island  to 
try  and  sophisticate  law  enforcement.  When  I  was  its  director  I  was  in 
trouble  in  Washington  because  I  was  directing  a  good  part  of  this 
money  toward  the  police  system  because  who  needed  the  police  ?  Who- 
needed  the  money  the  most?  The  police  did  because  they  needed  edu- 
cation, they  were  at  the  low  end  of  the  totem  pole  as  far  as  I  was: 
concerned. 

Police  Need  Training 

The  courts  had  the  judges,  who  were  lawyers ;  probation  and  parole^ 
had  professional  people ;  correctional  people  needed  training ;  yes,  but 
the  police  needed  training  more  than  anybody  else.  And  they  needed 
that  money.  But  the  fact  remains  that  particularly  with  regard  to  the 
lady's  testimony  of  two  men  robbed  them  while  they  were  delivering 
stamps  and  checks  a  week  ago  Friday,  this  morning  I  sent  a  policeman 
with  two  women.  But  the  fact  remains  that  I  do  not  have  the  personnel 
to  provide  this  type  of  protection  24  hours  a  day,  and  this  is  the  big 
problem. 

I  suggest  and  I  resuggest,  if  I  might,  because  I  made  the  suggestion 
once  before,  to  the  President  of  the  United  States  at  a  hearing  where 
I  had  the  pleasure  of  sitting,  and  it  was  last  year  in  the  month  of 
August  in  Colorado  Springs,  that  they  make  men  available  for  police 
departments  who  will  be  the  kind  of  policemen  that  we  need  with  the 
background,  with  the  education,  with  the  sociological,  physiological, 
and  every  other  demand  that  we  need  to  make  a  good  policeman,  that 
they  make  them  available,  that  even  the  President  might  consider  a 
deferment  for  a  man  who  might  be  willing  to  go  into  law  enforcement 
and  help  protect  the  people  in  the  United  States  as  well  as  being  sent 
to  Vietnam. 

The  other  thing  I  feel  is  that  LEA  A,  with  all  of  the  money  that  it 
is  dispensing  for  purposes  of  sophistication,  could  put  up  some  money 
to  provide  for  us  some  more  men  so  that  we  might  properly  be  able  to 
hire  more  men,  provide  money  so  we  can  properly  send  more  people 
onto  the  beat,  bring  back  some  of  the  foot  patrolmen,  put  some  of  the 
people  back  in  the  area  that  you  need  for  your  protection. 

And  the  day  that  we  reach  that  goal,  ladies  and  gentlemen,  I  will  be 
ready  to  say  then,  and  only  then,  will  we  be  able  to  live  in  a  free  so- 
ciety. Thank  you. 

Senator  Pell.  Thank  you,  Colonel  McQueeny,  for  very  heartfelt,, 
strong,  and  eloquent  testimony.  So  good,  we  should  let  the  panel  stand 
really  on  what  you  have  said.  But  there  is  one  question  I  would  like 
to  get  an  answer  to  before  this  panel  leaves,  and  I'd  like  to  address  this 
question  to  Mrs.  Hill,  if  I  could.  And  that  is  we  have  discussed  the 
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problems  of  the  elderl}^  goiiig  to  shopping  centers  and  traveling,  mov- 
ing around  the  city.  Do  they  have  adequate  health  care?  Could  you 
touch  that  for  a  minute  and  is  it  available  to  them  when  needed  ? 

Mrs.  Hill.  Absolutely  not,  Senator.  I  find  that  here  in  our  city,  no. 
It  comes  back  to  transportation  again.  We  do  have  some  very  good 
clinics  at  Rhode  Island  Hospital,  plus  our  health  centers  located  in  our 
various  neighborhoods,  but  here  again  we  come  back  to  getting  our 
seniors  to  and  from  these  facilities  to  get  the  necessary  care  they  need. 

I  spoke  briefly  on  the  hearing  aid  problem.  Hearing  aids  cost  any- 
^vhere  from  $52  to  $500.  Either  one  of  these  amounts  would  be  out  of 
the  question  for  a  great  many  of  our  golden  agers  when  there  is 
barely  enough  funds  for  proper  nutrition  and  diet.  I  have  also  found 
in  my  personal  experiences  that  our  senior  citizens  are  treated  as  sec- 
ond class  citizens.  They  are  not  really  given  the  kind  of  care  that  a 
middle  age  or  other  person  might  get  for  the  simple  reason  that  it  is 
not  demanded  by  them.  Many  of  our  seniors  really  don't  know  their 
rights  as  individuals,  and  unless  there  is  someone  who  speaks  very 
firmly  on  the  rights  of  a  golden  ager,  they  don't  have  it. 

Second,  many  of  our  seniors  are  not  aware  of  where  these  services 
can  be  gotten.  We  were  very  fortunate  in  having  the  Urban  League 
transportation  and  many  others,  but  many  of  our  citizens  are  not 
aware  of  the  services  available  to  them.  I  would  say  within  the  St. 
Martin  dePorres  Center  we  serve  about  160  golden  agers.  And  I  would 
daresay  that  one-half  of  my  group,  I  would  doubt,  have  been  seen  by 
a  doctor  in  their  lifetime,  or  if  so,  not  more  than  once.  This  to  me  is 
where  an  outreach  program  is  absolutely  necessary  because  of  our 
shut-ins,  because  of  lack  of  telephones  in  some  cases,  because  of  lack 
of  family. 

Personal  Touch  Needed  for  Elderly 

Because  of  that  our  social  welfare  rehabilitative  services  have  with- 
drawn social  workers.  Forms  have  to  be  filled  out  by  senior  citizens 
who  cannot  see  and  do  not  read  well  enough  to  understand  them.  All 
of  these  things  have  come  together  with  progress,  and  all  of  these 
things  are  progressive,  but  with  progress  we  always  lose  something, 
and  this  is  that  personal  contact  that  is  absolutely  necessary  for  our 
elderly  in  the  community. 

I  would  be  most  happy  to  see  some  very  up-to-date  health  facilities 
within  our  neighborhoods.  Rhode  Island  Hospital,  St.  Joseph's  Hos- 
pital, various  hospitals,  cannot  anywhere  near  meet  the  growing  needs 
t)ecause  here  is  a  conflict.  In  some  cases  because  of  medical  care  we  have 
people  living  longer,  therefore,  our  elderly  are  increasing  in  numbers. 
By  the  same  token,  they  don't  get  the  proper  care  because  the  facilities 
are  not  that  close  at  hand. 

Senator  Pell.  Thank  you  very  much  indeed.  I'd  like  to  keep  asking 
questions  of  this  panel,  but  we  have  others  coming  along,  so  I,  think 
we  should  leave  it  that  we  all  join  in  being  shocked  by  the  stor- 
ies of  brutality  that  we  have  heard  today  perpetrated  by,  the  only  way 
to  describe  it,  young  barbarians  on  our  older  citizens. 

The  question  is  what  can  we  do  about  the  problem.  I  think  we  have 
heard  as  eloquent  a  statement  from  the  chief  of  police  as  one  could 
get  anywhere  showing  that  his  portion  of  the  work  is  but  a  portion ;  it 
is  like  the  tip  of  an  iceberg,  was  the  phrase  he  used  
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Colonel  McQuEENT.  Senator,  may  I  interrupt  at  this  point,  it  is  im- 
portant. I  feel  that  you  ladies  and  gentlemen  should  know,  I  can't  ex- 
press strong-  enough  my  desire  to  help  to  protect  you  and  I  know  of 
your  sometimes  fear  fulness.  I  hope  that  everybody  would  know  the 
box  No.  875  at  the  post  office  in  Providence,  that  you  can  write  to  me 
personally,  and  I  assure  you  I  am  the  only  one  who  opens  that  letter, 
and  whatever  action  I  take  from  that  letter  I  dispense  to  various  parts 
of  my  department  without  the  name  ever  being  known. 

So  if  you  have  a  problem  in  your  area  and  in  your  neighborhood 
that  you  want  to  get  to  me  and  yet  you  are  afraid  to  get  to  me,  then 
I  ask  you  and  I  beg  you  to  write  to  me  at  box  875,  tell  me  what  your 
problem  is.  I  may  not  be  able  to  eliminate  it  overnight,  but  I  will  do 
my  best.  If  you'd  like  to  sign  your  name,  it  will  give  me  the  oppor- 
tunity of  personally  being  able  to  call  you  up  and  talk  to  you.  But  I 
promise  you  upon  my  honor  your  name  will  not  be  given  to  anybody 
else  in  that  police  department. 

So  you  remember  the  number  875.  If  you'd  like  to  sign  your  name,  I 
assure  you  I  will  be  the  only  one  that  will  have  it.  And  I  will,  if  I 
have  to  get  in  touch  with  you  and  see  if  we  can't  eliminate  such  a 
problem  that  cause  a  lot  of  anguish.  Thank  you.  [Applause.] 

Senator  Pell.  Thank  you.  Colonel  McQueeny.  I  am  very  glad  you 
have  this  policy,  which  is  an  excellent  one,  and  I'd  like  to  join  with 
you  in  it  and  say  that  my  policy  has  always  been  any  letter  that  comes 
to  my  office  marked  personal,  this  I  have  done  for  the  past  10  years,  is 
opened  by  nobody  else  but  me.  So  on  the  Federal  level  if  you  have  a 
problem  and  you  are  concerned  about  your  name  being  known,  just 
put  a  personal  on  the  outside  of  the  envelope. 

Now,  what  we  have  seen  here  is  a  demand  for  action  on  every  level 
of  government  and  by  every  concerned  citizen,  and  we  have  seen  the 
efforts  that  are  being  made ;  we  have  seen  the  dimensions  of  crime.  But 
we  see  also  the  necessity  for  an  appeal  to  the  parents  of  the  youth  of 
Providence  to  make  a  greater  effort  to  look  after  their  youngsters. 
Perhaj)S  in  some  cases  more  discipline  at  home  would  be  the  necessity. 
There  is  no  excuse  for  anybody  brutalizing  older  people  as  they  are. 

Poverty  Breeds  Criminals 

I  would  also  make  an  appeal  to  sons  and  daughters  of  our  older 
citizens  of  Providence  who  abandon  the  city  for  the  luxury  or  security 
of  suburbia  to  make  an  effort  to  locate  safe  and  secure  housing  for 
their  elderly  parents  in  Providence.  As  we  all  know,  there  are  few 
crime  waves  in  suburbia.  As  Colonel  McQueeny  has  said,  crime  and 
poverty  go  hand  in  hand,  and  we  always  blame  it  on  the  group  in  the 
ghetto,  but  the  reason  for  it  is  the  poverty  and  not  the  color  of  the 
skin  or  the  degree  of  education;  it  is  the  poverty  that  produces  the 
crime. 

And  I  defy  you  to  find  crime  waves  in  Barrington  or  the  richer 
section  of  Warwick.  And  this  is  the  essence  of  the  problem  and  this 
is  the  root  cause  of  what  we  must  ^o  after.  Those  of  us  in  the  Congress 
who  are  concerned  with  this  problem  are  looking  into  introducing  leg- 
islation to  make  the  theft  of  Social  Security  checks  and  food  stamps, 
and  robbery  and  assault  in  Federal  subsidized  housing  a  Federal 
offense  punishable  by  severe  penalties  unless  an  adequate  rehabilitation 
program  for  the  offenders  can  be  provided. 
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This  is  a  proposal  in  which  I  am  interested.  I  am  now  considering 
the  advisability  of  introducing  such  legislation.  [Applause.]  I  also 
plan  to  introduce  legislation  to  provide  100-percent  Federal  grants  for 
the  hiring  of  additional  local  police  for  the  sole  purpose  of  protecting 
senior  citizens  in  federall}^  assisted  housing,  protecting  senior  citizens 
from  theft  of  their  Social  Security  checks  and  food  stamps.  I  also 
plan  to  ask  the  administration  to  supply  additional  funds  for  the  con- 
struction of  safe  elderly  housing  not  mixed  up  with  other  housing  units. 

I  must  say,  too,  I  like  the  idea  Colonel  McQueeny  advanced  for  a 
draft  deferment  for  those  men  willing  to  go  into  police  service,  which 
really  is  the  first  line  of  defense  in  our  country.  What  good  is  it  to  have 
a  wall  of  steel,  and  bombs,  and  missiles  surrounding  our  Nation  if  the 
internal  heart  and  core  of  the  country  are  weak,  divisive,  or  falling 
apart  ?  And  the  first  line  of  defense  are  the  police  and  the  inner  core, 
I  think,  should  receive  its  share  of  manpower. 

So  I  believe  if  we  all  make  concerted  etForts  together,  that  we  can 
help  resolve  some  of  the  problems  we  have  heard  today.  [Applause.] 
Now,  I  would  like  to  thank  this  panel  very  much  for  coming  here.  I'd 
like  to  be  with  them  the  rest  of  the  morning,  but  we  have  more  panels 
coming  and  we  thank  them  again  and  we  ask  the  next  panel  if  it 
would  come  forAvard. 

The  second  panel.  Panel  on  Senior  Citizens'  View  of  Medicare  and 
Medicaid,  consists  of  Mrs.  Mildred  A.  Dean,  president,  Khode  Island 
Association  of  Senior  Citizens  and  Senior  Citizens  Clubs,  Inc. ;  An- 
thony Vittorio,  Providence,  R.I. ;  Mrs.  Betty  Curley,  senior  vice  pres- 
ident of  the  Rhode  Island  State  Council  of  Senior  Citizens:  Mrs. 
Alice  McGrath,  member  of  the  Senior  Citizens  of  Rhode  Island  Ac- 
tion Group,  and  the  senior  action  group  wants  another  person,  Mrs. 
Eleanor  LaPlante;  Mrs.  Ruth  M.  Person,  field  aide  for  Project 
SECAP,  and  Dr.  Mary  Mulvey,  vice  president,  National  Council  of 
Senior  Citizens. 

At  this  time  I'd  like  to  acknowledge  the  staff  here :  Ken  Dameron, 
representating  the  Democratic  majority,  and  John  Guy  Miller,  the 
minority  staff  director,  representing  the  Republican  side  of  the  aisle, 
is  also  here  with  us  today. 

We  will  now  move  directly  into  this  panel.  I  thank  Dr.  Mulvey  for 
being  here,  because  I  know  her  husband  has  been  quite  sick.  We  will 
now  moA^e  on  to  hear  from  representatives  of  the  senior  citizens  groups 
who  are  concerned  about  inadequacies  in  the  Medicare  and  Medicaid 
program.  And  the  first  witness  from  whom  we  will  hear  is  Mrs.  Mil- 
dred Dean,  who  is  president  of  the  Rhode  Island  Association  of  Senior 
Citizens  and  Senior  Citizens  Clubs.  Mrs.  Dean,  would  you  proceed  as 
you  will. 

STATEMENT  OF  MILDRED  A.  DEAN,*  PRESIDENT,  RHODE  ISLAND 
ASSOCIATION  OP  SENIOR  CITIZENS  AND  SENIOR  CITIZENS  CLUBS 

Mrs.  Dean.  Thank  you.  Senator.  I  would  like  to  say  that  for  those 
on  Medicare,  I  find  that  we  do  not  have  adequate  care.  On  Medicare 
we  wish  to  have  optical  work,  dental  work,  care  of  feet,  and  prescrip- 
tions, and  at  least  one  thorough  examination  each  year.  On  Medicaid, 


*See  appendix  3,  p.  364. 
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they  receive  this  care,  but  we  do  not,  and  many  only  get  a  few  dollars, 
and  if  they  should  be  taken  to  a  hospital,  1  week  will  clear  their  prob- 
lems up.  And  I  find  that  many  are  afraid  to  go  for  any  medical 
treatment. 

On  Social  Security,  we  also  find  that  the  percentage  allowed  on  this, 
they  take  out  already  for  Medicare,  and  you  will  find  many  will  be  in 
the  high  expense  area,  and  we  feel  that  the  raise  in  Social  Security  will 
not  take  care  of  them,  because  you  give  with  one  hand  and  take  away 
with  the  other.  If  you  take  them  out  of  that  percentage  for  Medicare 
and  go  up  on  rent,  what  are  you  going  to  have  on  food  they  are  sup- 
posed to  get  the  raises  for  ? 

Now,  transportation  also  we  find  is  inadequate.  Recreation  for  the 
institutionalized  elderly  is  far  from  what  it  should  be.  Now,  these  pa- 
tients in  the  medical  center,  they  cannot  get  out  and  be  in  the  groups 
that  have  good  times ;  so,  therefore,  we  should  take  recreation  to  them. 
Some  have  no  relatives  come  on  a  visiting  day,  and  I  feel  that  these 
are  the  forgotten  few  that  recreation  should  be  taken  to. 

I'd  like  to  add  something  on  crime,  if  I  may.  I'd  like  to  say  that  2 
years  ago  I  lost  my  home  because  of  vandalism.  They  broke  into  my 
home  four  times  in  1  year  and  for  4  years,  while  I  lived  in  that  housing, 
I  had  to  go  to  bed  and  stay  ready  to  get  up  and  run  if  something  should 
happen  because  my  life  was  threatened.  And  this  past  year  I  have 
been  very  happy  because  I  have  been  living  in  a  project  where  they  have 
adequate  guards  and  so  forth. 

But  I  lost  my  home  that  I  worked  hard  to  get  figuring  that  when  I 
retired  I  would  have  my  own  home,  which  I  don't  have. 

Senator  Pell.  Thank  you,  Mrs.  Dean.  Our  next  witness  is  Mr.  An- 
thony Vittorio,  who  is  a  member  of  the  Senior  Citizens  of  Rhode  Is- 
land Action  Group,  and  first  spoke  with  me  right  here  in  this  audi- 
torium last  April. 

STATEMENT  OF  ANTHONY  VITTOEIO,  MEMBEE,  SENIOE  CITIZENS 
01  EHODE  ISLAND  ACTION  GEOUP 

Mr.  Vittorio.  Thank  you.  Senator.  I  am  Anthony  Vittorio.  I  repre- 
sent the  Senior  Citizens  of  Rhode  Island  Action  Group.  This  is  my 
case.  I  would  like.  Senator  Pell,  to  relate  the  case  of  a  friend  of  mine 
who  cannot  be  here  today  because  he  passed  away  last  Saturday.  This 
man  was  speaking  with  me  complaining  of  a  pain  in  the  chest.  He  was 
80  years  old. 

I  suggested  to  him  that  he  should  see  a  doctor.  He  said,  "A  doctor 
won't  take  me  because  I  am  on  Medicare,"  because  a  lot  of  doctors  do 
not  accept  Medicare.  "I  already  have  paid  over  $100  for  glasses.  "This 
man  was  almost  blind.  He  tried  to  care  for  himself  as  cheap  as  possible 
because  he  couldn't  afford  anything  else.  So  he  gave  a  dollar  to  some- 
one to  buy  him  an  enema,  thinking  that  he  could  be  relieved  from  con- 
stipation, he  would  be  OK. 

So  a  couple  of  days  later  I  went  to  see  him  to  find  out  how  he  was 
feeling.  He  was  no  better.  Against  his  wishes,  I  called  his  daughter, 
who  contacted  her  doctor.  As  soon  as  the  doctor  saw  him,  my  friend 
was  immediately  brought  to  the  hospital.  Seven  days  later  my  friend 
was  dead.  Senator  Pell,  this  is  one  case  that  I  have  time  to  speak  of. 
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How  many  more  cases  and  more  tragic  ones  are  still  taking  place  be- 
cause of  Medicare  and  Medicaid  ?  They  are  a  great  problem  to  senior 
citizens. 

I  would  ask  that  all  those  healthy  children  be  eliminated  and  full 
health  benefits  be  given  to  senior  citizens  under  a  national  health  pro- 
gram. Thank  you  very  much.  [Applause.] 

Senator  Pell.  Thank  you,  Mr.  Vittorio.  Now,  if  Mrs.  McGrath 
would  care  to  give  her  testimony,  also  a  member  of  the  Senior  Citizens 
Action  Group,  a  very  active  group  indeed,  and  a  group  with  whom  we 
usually  find  ourselves  in  agreement.  Mrs.  McGrath. 

STATEMENT  OP  ALICE  McGRATH,  MEMBER,  SENIOR  CITIZENS  OF 
RHODE  ISLAND  ACTION  GROUP 

Mrs.  McGrath.  I  am  Mrs.  Alice  McGrath  and  I  represent  the  Senior 
Citizens  of  Ehode  Island  Action  Group.  There  are  many  services 
available  for  the  sick  and  elderly  in  our  State  of  Rhode  Island.  Medi- 
care and  Medicaid  are  good  programs ;  however,  I  know  several  per- 
sons who  do  not  benefit  from  the  services  granted  by  our  Government. 

Communication  Gap 

In  our  times  when  TV  and  radio  do  such  a  good  job  of  communicat- 
ing information  of  all  kinds,  there  is  for  the  elderly  people  of  Rhode 
Island  a  serious  communication  gap.  We  have  over  30,000  senior  citi- 
zens who  are  below  the  poverty  level.  Many  of  them  have  neither  radio 
nor  television.  There  are  several  groups  of  seniors  who  cannot  read 
English.  Some  have  spoken  French  or  Polish  or  Portuguese  all  their 
life.  Because  of  this  problem  and  because  of  this  language  barrier, 
Senator  Pell,  here  in  the  city  of  Providence  there  are  elderly  people 
who  do  not  get  proper  health  service. 

A  very  dear  friend  of  mine.  Senator  Pell,  I  met  her  coming  from  the 
doctor's  office  one  day  with  a  prescription  for  the  druggist.  She  said, 
"I  don't  know  how  I  am  going  to  get  through  the  month."  I  said, 
"Why?"  She  said,  "With  the  high  cost  of  the  office  visit  and  the  high 
cost  of  drugs,  I  don't  know  whether  I  will  be  able  to  make  it  to  the  end 
of  the  month."  So  I  said  to  her,  "Don't  you  have  Medicaid?"  She  said, 
"What  is  Medicaid?  I  have  never  heard  of  it."  So  I  explained  it  to  her, 
I  helped  her  fill  out  an  application,  and  now  she  is  receiving  Medicaid 
and  she  has  been  very  grateful  for  the  help  I  have  given  to  her. 

In  the  rural  area  such  problems  are  just  as  numerous,  but  less  known, 
to  the  authorities  on  aging.  If  not  less  known,  there  are  less  oppor- 
tunities to  solve  these  problems  than  there  are  in  the  city.  Communi- 
cation is  a  severe  problem  throughout  the  State,  Senator  Pell.  This 
communication  problem  is  very  much  related  to  our  health  problems, 
Medicaid  and  Medicare. 

Again,  I  speak  for  all  the  elderly  who  are  poor,  who  receive  insuf- 
ficient amounts  of  money,  and  moreover,  I  speak  for  those  who  do  not 
even  know  about  the  facilities  that  are  offered  to  them.  What  we  need 
is  someone  to  contact  us  on  a  human  level.  We  often  do  not  have  rides 
or  phones  to  get  in  touch  with  organizers.  We  are  afraid  to  burden 
others.  We  need  someone  to  help  us  know  what  is  available  to  us,  some^ 
one  who  is  sensitive  to  the  needs  of  low-income  people. 
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Senator  Pell,  do  you  think  people  should  be  informed  properly  about 
what  is  available  in  the  lines  of  health  services,  and  don't  you  think  we 
should  have  organizers  to  have  us  know  what  our  rights  are  on  Medic- 
aid and  medicare?  Could  you  give  us  someone  to  care,  really  care, 
about  our  problems  of  health,  pay  some  organizers  to  help  us  ?  We  be- 
lieve that  a  very  great  need  would  be  ser\'ed  if  in  the  allotment  of  funds 
for  the  older  Americans  provisions  were  made  for  the  hiring  of  full- 
time  workers  to  contact  and  inform  senior  citizens  not  now  being 
helped  by  the  Medicare  and  Medicaid  agencies. 

Thank  you.  Senator.  (Applause.) 

Senator  Pell.  Thank  you,  Mrs.  McGratli.  Actually,  one  of  the  pur- 
poses of  this  hearing  today  is  somewhat  along  the  lines  of  what  you 
are  saying,  to  try  to  get  across  to  the  community  as  a  whole  and  the 
older  people  particularly,  not  only  what  the  problems  are,  but  what  the 
present  programs  are.  And  I  think  in  general  you  will  find  that  the 
question  of  carrying  the  message  of  what  the  programs  are  to  the 
citizens  is  one  that  is  not  handled  as  well  as  it  should  be,  but  it  is 
usually  not  a  question  of  ill  will,  but  a  question  of  omission. 

I  think  groups  like  yours  can  do  a  great  job  of  it  and  on  a  volunteer 
basis  as  well. 

Mrs.  ^IcGrath.  But,  Senator  Pell,  we  cannot  always  reach  the  iso- 
lated cases,  people  that  are  living  in  one  room  and  no  one  to  come  to 
speak  to  them  on  the  level  of  their  own  language.  They  don't  under- 
stand some  of  the  things  that  are  said  because  they  don't  understand 
the  language. 

Senator  Pell.  That  is  very  true.  As  you  have  pointed  out,  many  citi- 
zens have  Portuguese  or  French  or  Italian  heritage,  older  citizens  who 
don't  speak  English.  And  this  is  one  of  the  areas  where  we  have  a 
particular  need  in  Rhode  Island. 

Now  Mrs.  LaPlante  is  a  witness  who  also  has  a  message  for  us  from 
the  Senior  Citizens  Action  Group. 

STATEMENT  OF  ELEANOE  LaPLANTE,  MEMBEE,  SENIOE  CITIZENS 
OF  RHODE  ISLAND  ACTION  GEOUP 

Mrs.  LaPlante.  I  am  Eleanor  LaPlante.  I  believe  we  have  met  be- 
fore and  we  did  discuss  some  of  the  problems  concerning  Social  Se- 
curity increases,  Medicare  and  Medicaid.  We  still  encounter  several 
problems  and  they  are  big  problems.  We  are  meeting  with  you  today 
as  we  need  action  now,  not  in  1973  or  1972,  but  now,  in  1971. 

Action,  Senator  Pell,  means,  as  you  know,  willingness,  choices,  and 
doings.  We  feel  you  are  willing  to  help,  but  we  would  like  to  tell  you 
that  action  is  most  urgent  now.  Right  now,  we  senior  citizens  are 
paying  out  of  our  Social  Security  checks  $5.60  a  month,  which  adds 
up  to  $67.20  a  vear.  Do  you  realize  that  more  than  30.000  of  us  in  the 
State  of  Rhode  Island  are  unable  to  pay  for  this  service  ? 

As  a  representative  of  the  Senior  Citizens  of  Rhode  Island  Action 
Group,  I  am  asking  you  if  you  could  find  a  way  of  gettinsf  free  INIedi- 
care  for  so  many  deserving  people.  I  would  like  to  remind  you  that 
Canada  provides  free  care  for  her  people.  Why  can't  the  United  States 
provide  free  care  for  their  people  ? 

Several  people  have  already  asked  us  why  wouldn't  Medicare  bene- 
fits go  back  to  the  original  cost.  I  go  further.  Senator  Pell,  knowing 
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that  you  are  willing  to  take  action  for  the  benefit  of  the  elderly  and 
ask  for  free  Medicare.  Senator  Pell,  I  have  three  more  points  to  make 
clear  with  you :  No.  1,  many  doctors  will  not  take  care  of  Medicare  pa- 
tients. Why  shouldn't  all  doctors  be  obliged  to  take  care  of  people  on 
Medicare  ?  I  believe  that  if  Medicare  were  better  organized,  with  less 
paperwork,  doctors  would  not  hesitate  to  care  for  us. 

No.  2,  Medicaid  takes  care  of  many  things  that  Medicare  does  not 
cover,  but  many  people  are  not  eligible  for  Medicaid.  No.  3,  the  pen- 
sion for  all  senior  citizens  should  be  lowered  to  60  years  of  age  with 
full  benefits. 

Tired  of  Surveys 

Senator  Pell,  we  are  very  tired  of  surveys  and  studies  on  old  age,  as 
we  know  what  is  best  for  us.  Why  waste  money  on  surveys,  let's  use 
that  money  for  free  medical  services  for  the  elderly  of  the  Ocean  State. 
Let's  have  a  pilot  program.  Senator  Pell,  please  be  our  action  man. 
We're  banking  on  you.  Thank  you,  Senator  Pell.  [Applause.] 

Senator  Pell.  I  think  you  will  be  glad  to  hear  that  I  have  already 
•cosponsored  an  amendment  that  would  make  part  B  free.  But  it  takes 
a  majority  of  the  Members  of  Congress  to  pass  a  law,  not  just  one  or 
two  or  three  or  four  or  20  or  30.  So  your  message  will  be  delivered  to 
my  colleagues  from  all  over  the  United  States  as  well  as  right  here  in 
Hhode  Island. 

As  far  as  the  other  point  you  mentioned,  the  question  of  the  doctors 
giving  the  treatment,  this  will  be  discussed  later  on  in  another  panel 
and  we'll  see  what  their  reaction  is  to  the  point  you  made.  As  far  as  pen- 
sions at  60  goes,  that  is  a  nice  idea,  it  would  be  nice  to  have  pensions  at 
55,  too.  But  it  would  be  the  question,  really,  of  the  amount  of  money 
that  it  would  cost  the  taxpayers  and  the  government  as  a  whole,  and 
how  much  more  that  would  add  to  the  tax  burden  of  our  citizens. 

As  to  the  question  of  Medicaid  coverage:  It  certainly  should  be 
more  inclusive.  i\Iy  own  view  is  that  dentures  and  eyeglasses  and 
hearing  aids  should  be  included.  But  this  again  takes  a  certain  amount 
of  discussion  around  the  country.  One  of  the  purposes  of  these  hearings 
is  to  have  these  issues  ventilated  not  only  in  Rhode  Island,  but,  as  I 
pointed  out  earlier,  in  other  points  of  the  United  States. 

Thank  you,  Mrs.  LaPlante,  for  very  specific  suggestions.  Our  next 
witness  is  Mrs.  Betty  Curley,  senior  vice  president  of  the  Rhode  Island 
State  Council  of  Senior  Citizens,  and  a  senior  aide  in  Dr.  Mary  Mul- 
vey's  agency. 

STATEMENT  OF  BETTY  GUEIEY,  SENIOR  VICE  PRESIDENT,  RHODE 
ISLAND  STATE  COUNCIL  OF  SENIOR  CITIZENS 

Mrs.  Curley.  Senator  Pell,  members  of  the  panel,  ladies  and  gentle- 
men, may  I  say  that  I  heartily  agree  with  Colonel  McQueeny.  I  per- 
sonally know  of  three  instances  of  our  senior  citizens  being  sent  to  the 
hospital  after  being  robbed  and  assaulted,  and  two  others  had  their 
homes  burglarized  of  substantial  sums  of  money  and  articles  impossi- 
ble to  replace. 

This  leaves  us  in  such  a  state  of  apprehension  that  we  are  being  de- 
prived of  the  right  to  live  out  our  lives  as  free  senior  citizens,  afraid 
to  leave  our  homes  for  meetings  and  classes  we  wish  to  attend  even 


250 


though  we  are  always  furnished  transportation  to  and  from  such  meet- 
ings. It  is  about  time  for  us  to  recognize  that  the  protection  of  the  law 
is  for  the  innocent  and  not  the  guilty.  Therefore,  there  must  be  some 
sort  of  a  plan  of  protection  devised  to  allay  our  growing  fears  of  assault 
and  robbery  on  the  streets,  even  in  the  daylight  hours. 

Improvements  on  Medicare  and  Medicaid 

Now,  I  have  several  suggestions  for  improvements  on  Medicare  and 
Medicaid.  (1)  :  Enactment  of  national  health  insurance,  health  secu- 
rity bill.  Our  immediate  goal  is  early  improvement  in  Medicare  and 
Medicaid.  (2)  Eliminate  the  premium  charged  for  Part  B,  combine 
parts  A  and  B,  and  finance  through  taxes  on  payrolls  and  through  Fed- 
eral general  internal  revenues.  (3)  Fill  prescription  drugs.  Medicare 
does  not  pay  the  full  cost  of  Medicare  drugs  prescribed  for  us  on  an 
outpatient  basis.  It  now  pays  only  during  hospitalization. 

(4)  Eyeglasses,  dentures,  and  foot  care  are  three  leading  ailments 
of  our  senior  citizens  and  these  definitely  should  be  included  in  our 
Medicare  program.  (5)  Limitations  on  hospital  care  should  be  abol- 
ished. The  benefit  period  should  cover  the  entire  period  of  the  ill- 
ness or  disability,  including  the  first  day  payment  of  $60,  additional 
payments  beyond  90  days,  and  limit  of  100  visits  under  Medicare  home 
health  services.  (6)  :  Eligibility,  immediate  determination  for  extended 
care.  Many  people  enter  nursing  homes  believing  they  have  coverage, 
only  to  learn  after  weeks  or  months  that  Medicare  officials  have  ruled 
against  their  reimbursement.  This  is  a  frightening  experience.  The 
U.S.  Department  of  Health,  Education,  and  Welfare  should  promptly 
devise  some  method  to  insure  early  decision  of  eligibility. 

I  personally  know  of  a  terminal  cancer  case,  a  very  dear  friend  of 
mine,  she  had  been  hospitalized  for  about  2  months  and  the  supervisor 
"walked  in  one  day  and  said,  "You  have  to  go  down  into  a  different  room, 
$100-a-day."  And  she  panicked  and  said,  "I  can't  afford  that."  They 
said,  "The  only  alternative  is  to  go  to  a  nursing  home  this  afternoon." 
And  they  packed  up  her  things  and  sent  her  to  a  nursing  home.  I  saw 
her  a  week  later,  she  was  very  pitiful,  and  she  was  a  well-educated  and 
intelligent  woman,  didn't  know  where  she  was,  didn't  know  how  much 
she  was  going  to  have  to  pay  for  the  room.  And  they  then  found  out  she 
wasn't  eligible,  after  she  had  been  in  and  out  of  the  hospital  and  nursing 
homes,  and  she  died  3  weeks  later. 

(7)  Nursing  homes.  I  would  recommend  sweeping  changes  in 
nursing  homes  nationwide.  David  Pryor  testified  in  Washington  at 
our  Senior  Citizens  National  Conference.  At  a  time  when  the  Nation's 
attention  has  been  on  the  young,  David  Pryor  has  been  concerned  with 
older  Americans.  He  worked  as  a  volunteer  janitor  and  nurse's  aide. 
He  gave  some  shocking  testimony  on  brutality  existing  in  Washing- 
ton homes  right  in  the  shadow  of  our  National  Capital.  This  is  a  gross 
miscarriage  of  justice  when  we  realize  that  they  are  being  paid  by  our 
Government  with  Federal  funds. 

Action  Needed  Now 

The  time  to  act  is  now — ^this  year.  We  can  no  longer  postpone  action 
in  the  hope  that  all  problems  associated  with  old  age  are  transitional 
problems,  that  given  time  they  will  solve  themselves.  To  the  contrary, 
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given  sufficient  time,  given  no  action,  the  situation  of  the  people  already 
old  will  deteriorate  still  further.  Today's  young  people  will  face  exactly 
the  same  problems  now  facing  us  when  they  reach  old  age. 

And  last,  but  not  least,  alwaj^s  remember  that  we  will  be  heard  if 
we  stand  together  and  speak  with  one  voice.  The  time  is  now  in  letting 
our  Nation  know  that.  Thank  you  for  allowing  me  to  present  this 
testimony.  [Applause.] 

Senator  Pell.  Thaiik  you,  Mrs.  Curley.  And  now  

Mrs.  Dean,  do  you  want  to  say  something? 

Mrs.  Dean.  I  would  like  to  say  on  nursing  homes  that  I  have  had 
reports  that  the  patients  are  charged  for  therapj^  where  they  think 
they  just  have  a  little  visit  and  a  little  thing  witli  the  legs  in  the 
nursing  home ;  and  when  the  month  was  up  their  husband  got  a  bill 
for  over  $100  for  therapy  which  they  did  not  feel  they  had  received. 

Also,  other  nursing  homes  do  not  provide  adequate  food:  rather 
patients  have  to  go  out,  if  they  are  able  to  walk  at  all,  they  go  out  and 
ask  neighbors  for  a  cup  of  coffee  or  something  for  lunch  time.  Thank 
3'ou  very  much,  Senator  Pell.  [Applause.] 

Senator  Pell.  Thank  you,  INIrs.  Dean,  for  those  poignant  comments. 
Now,  Mrs.  Person,  the  lady  with  the  arm  in  the  sling,  will  testify. 
And  maybe  she  will  also  mention  if  she  knows  what  happened  to  the 
people  who  abused  her  last  Friday  and  where  they  are  at  this  point. 

STATEMENT  OF  RUTH  M.  PERSON,  FIELD  AIDE  FOR  PROJECT  SECAP 

Mrs.  Person.  Thank  you.  I  am  Mrs.  Euth  Person.  I  am  a  J&eld  aide 
for  Project  SECAP  of  the  model  cities  area.  Time  won't  permit  me  to 
tell  of  the  inadequate  coverage  of  medical  needs  for  glasses,  hearing 
aids,  and  the  rest  by  Medicare,  which  is  another  real  problem  area 
for  our  citizens.  We  have  many  situations  where  a  person  who  cannot 
meet  poverty  qualifications  must  go  without  glasses  or  a  hearing  aid 
hecause  ISIedicare  does  not  meet  payments  for  such  items. 

One  of  our  recent  cases  on  September  16,  we  had  a  situation  which 
we  are  still  working  on  where  a  woman  needs  two  pairs  of  glasses 
which  will  cost  approximately  $50.  She  is  on  Social  Security  and  re- 
ceives a  small  veteran's  pension  and,  therefore,  does  not  qualify  for 
welfare  and  thus  has  no  other  help  to  pay  for  her  glasses,  which  are 
sorel;;?"  needed  as  she  is  only  able  to  see  shadows. 

This  lady  is  despondent  to  the  point  of  vocally  suggesting  that  she 
will  be  better  off  to  end  it  all  by  taking  an  overdose  of  her  available 
medications.  One  man  was  unable  to  get  a  necessary  hearing  aid  due 
to  his  financial  situation.  A  blind  man  was  referred  to  us  by  a  district 
nurse.  He  was  living  in  a  deplorable  situation  at  the  Continental  Hotel. 
As  of  this  morning  our  worker  was  having  trouble  trying  to  secure  a 
cane  for  this  blind  person.  We  are  in  the  process  of  finding  a  place 
for  this  man  to  live  in  view  of  the  conditions  in  which  he  is  living  now. 

We  are  following  up  an  application  for  housing  in  a  housing  project 
for  the  elderly,  knowing  full  well  that  his  name  will  only  end  up  on  a 
list  of  100  or  more.  Another  pressing  item  is  medications  that  have  to 
have  prior  authorizations.  I  can  pinpoint  many,  many  cases  that  have 
to  wait  as  long  as  2  to  3  weeks  for  a  prior  authorization  from  the 
Providence  Public  Assistance  Department. 


252 


Too  ^^lucH  Redtape 

Once  the  patient  has  visited  the  doctor  and  receives  a  prescription, 
it  is  necessary  for  this  patient  to  present  the  prescription  to  a  phar- 
macy who  has  to  have  a  prior  authorization.  When  the  authorization 
comes  through,  it  comes  to  the  druggist,  who  in  turn  notifies  the  client, 
who  in  turn  notifies  our  office  to  pick  it  up.  Some  doctors  have  refused 
to  contact  pharmacies  by  phone  to  give  prescriptions,  necessitating  a 
trip  by  one  of  our  workers  to  the  doctor's  office  to  pick  up  the  prescrip- 
tion and  on  to  the  pharmacy  to  pick  up  the  prescription  there.  They 
will  not  send  the  prescription  through  the  mail,  either. 

Prior  authorization  medications  are  something  that  go  on  special 
slips,  and  some  doctors  do  not  place  these  prescriptions  on  the  slips, 
tlie  proper  slips,  which  then  necessitates  a  return  trip  by  one  of  our 
workers  to  the  doctor's  office  to  receive  the  correct  form.  The  redtape 
involved  in  securing  ordinar^^  medical  services  and  in  maintaining 
medicines  for  senior  citizens  leaves  much  to  be  desired.  In  case  of 
pharmacists,  they  are  not  only  refusing  to  transport  the  necessary 
medicine,  but  ]Medicare  and  Medicaid  paying  customers  will  be  treated 
differently  and  definitely  not  as  well  as  cash  paying  customers. 

It  is  necessary  for  the  Medicare  and  Medicaid  patient  to  show  iden- 
tification cards  or  their  last  check  stubs  before  receiving  medications. 
AVhile  searching  for  her  identification  card,  one  ladj^  on  public  assist- 
ance did  not  receive  her  card  on  time  and  the  doctor  would  not  fill  the 
prescription  until  she  had  her  card.  An  identification  card  was  stolen 
from  one  lady  and  a  request  was  made  for  a  new  one  to  be  issued.  It 
was  very  difficult  to  obtain  a  new  card  and  the  lady  was,  therefore, 
without  a  card  necessary  to  obtain  her  medicine. 

The  recognition  of  the  need  for  more  adequate  food  as  a  basic  ele- 
ment of  good  health  where  senior  citizens  are  concerned  is  long  over- 
due. It  would  seem  to  me  that  a  correlation  of  the  Medicare,  Medicaid, 
and  Food  Stamp  program  to  a  better  advantage  of  senior  citizens  is 
indicated.  We  have  any  number  of  situations  where  the  need  for  a 
housekeeper  or  someone  visiting  on  a  daily  basis  exists  to  assure  that 
the  elderly  are  making  proper  and  adequate  use  of  medication  pro- 
vided them. 

Supervision  of  INIedicines  Needed 

In  one  situation  we  found  a  senior  citizen  who  was  receiving  and 
taking  the  same  medication  which  was  prescribed  by  three  different 
physicians.  The  insight  of  the  field  aide  to  recognize  tlie  similarity^ 
of  the  prescriptions  made  it  possible  to  prevent  this  woman  from  taking 
a  real  overdose  of  medication.  In  another  instance,  the  district  nurse 
asked  us  to  go  in  daily  and  supervise  the  case  of  one  person.  In  one 
case,  a  diabetic  lady  was  almost  ready  to  go  into  a  coma.  She  received 
a  prescription,  but  because  she  could  not  read  and  write,  it  was  nec- 
essary for  her  to  have  a  box  of  crayons  and  color  the  chart  with  the 
color  that  described  her  urine  so  the  doctor  could  prescribe  the  neces- 
sary medication. 

The  above  are  only  a  few  of  a  large  number  of  documented  situa- 
tions in  our  office  regarding  the  need  for  some  health  care  and  some 
more  active  provisions  in  the  immediate  areas  of  senior  citizens.  Thajok 
you. 
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Senator  Pell.  Thank  you,  Mrs.  Person.  I  would  add  that  when  we 
asked  you  to  speak  on  this  panel  on  Medicare  and  Medicaid,  we  would 
have  also  asked  you  to  speak  on  the  panel  on  crime  if  we  had  known 
the  sad  event  that  was  going  to  befall  you  after  we  asked  you  to  come. 
Would  you  describe  the  incident  to  us  and  what  happened  to  the 
hoodlums  who  are  responsible  ? 

Mrs.  Person.  Well,  as  you  know,  twice  a  month  we  do  pick  up  food 
stamps  and  cash  checks  and  do  shopping  trips  for  the  elderly  citizens 
of  the  Model  Cities  area.  Of  course,  this  Friday  happened  to  be  the  day 
for  food  stamps.  Fortunately,  I  had  delivered  all  of  my  food  stamps 
except  one. 

I  happened  to  have  a  client  that,  lives  next  door  to  me.  I  was  de- 
livering her  food  stamps  and  I  ran  into  my  house  next  door  to  make 
a  phone  call  to  the  office.  At  that  time,  although  I  didn't  make,  the 
phone  call,  I  came  right  out,  I  had  left  a  young  lady,  Miss  Conway, 
in  the  car,  who  is  a  volunteer  worker,  with  both  of  the  bags,  and  I  told 
her  that  I  would  be  right  back.  By  the  time  I  got  back  down  the  stairs, 
I  saw  these  three  gentlemen  

Senator  Pell.  Hoodlums. 

Dragged  From  Car 

Mrs.  Person.  Hoodlums,  tussling  with  Miss  Conway.  They  had 
dragged  her  out  of  the  car.  They  had  walked  up,  she  said,  to  the  pas- 
senger side  and  dragged  her  out  of  the  car  and,  naturally,  she  held 
onto  the  two  bags.  When  I  ran  and  saw  what  was  going  on,  I  rushed 
to  try  to  help  also,  and  at  that  time  I  was  pushed  to  the  ground.  For- 
tunately, Miss  Conway  is  a  very  strong  lady.  She  held  onto  the  man 
until  she  actually  ripped  his  shirt  off.  She  also,  while  we  were  tussling 
with  him,  saw  the  fellow  pitch  the  bags  into  the  air  to  the  other  two 
guys,  and  they  took  off. 

I  would  like  to  insert  here  when  I  saw  what  was  going  on,  I  started 
to  holler.  I  said,  "We  are  being  robbed,  help,  help,  please  help  us." 
And  no  one  came  to  our  rescue.  One  gentleman  that  was  standing 
across  the  street  on  the  steps,  he  said  that  he  thought  we  were  lighting, 
but  we  were  actually  being  robbed.  As  I  said.  Miss  Conway,  in  her  bag 
she  had  personal  checks  in  the  amount  of  $400-some-odd,  I'd  say  I  had 
one  lady's  food  stamps  and  all  my  other  personal  papers  and  what 
have  you. 

Senator  Pell.  What  happened  to  the  three  hoodlums  ? 

Mrs.  Person.  The  three  hoodltims  ran  across  the  field  and  one  of  the 
fellows  was  picked  up  by  the  police,  and  I  must  say  that  the  police- 
men, well,  they  really  were  on  the  ball  in  this  incident.  And  they  co- 
operated and  we  tried  to  cooperate  with  them.  At  present  they  are 
holding  the  fellow  downtown,  the  one  of  them  that  robbed  us. 

Senator  Pell.  He  is  being  held  for  trial  ? 

Mrs.  Person.  Yes. 

Senator  Pell.  Presumption  is  that  he  will  go  to  jail  ?  How  old  is  he  ? 
Mrs.  Person.  He  can't  get  bail. 
Senator  Pell.  How  old  is  he  ? 
Mrs.  Person.  The  paper  said  32. 
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Dared  to  Press  Charges 

Mrs.  Newsome.  Senator  Pell,  as  a  supervisor,  the  problem  now  is 
whether  or  not  I  will  subject  my  staff  to  go  into  court  and  identify 
these  folks  and  then  having  their  homes  burglarized.  We  have  already 
received  threats  in  our  office  this  morning,  "if  you  go  to  court  and  press 
charges  against  that  fellow,  we  will  take  care  of  your  first."  I  am  a 
supervisor  at  Project  SECAP.  That  is  the  status  of  affairs,  whether 
or  not  we  will  have  the  courage  to  go  through  and  dare  them  to  burn 
down  our  houses  and  come  and  rob  us  some  more. 

Senator  Pell.  Thank  you.  For  the  record  would  you  identify 
yourself? 

STATEMENT  OP  ELIZABETH  NEWSOME,  DIEECTOR,  PROJECT 

SECAP 

Mrs.  Newsome.  I  am  Mrs.  Elizabeth  Newsome,  the  director  of  Proj- 
ect SECAP.  We  have  gone  as  far  as  to  go  through  the  lineup  and  iden- 
tify these  hoodlums.  My  girls  call  him  a  gentleman.  This  morning  Mrs. 
Conway  did  not  come  in.  I  couldn't  blame  her.  She  is  a  volunteer 
worker,  free,  for  nothing,  serving  senior  citizens.  I  say  we  will  go  to 
court  and  testify  against  them.  Then  I  will  tell  you  to  read  the  paper 
where  Mrs.  Newsome's  home,  a  senior  citizen's  life,  has  been  robbed 
again. 

I  will  tell  you  to  read  the  paper  that  Mrs.  Person  got  more  than  just 
those  slings  helping  senior  citizens.  We  have  got  the  courage.  Wlien 
you  back  us  up  and  we  go  down  there  and  testify  against  the  gentle 
hoodlums — [applause]. 

Senator  Pell.  Mrs.  Newsome,  I  admire  your  courage.  I  recall  the 
words  of  Colonel  McQueeny  when  he  said  he  also  needed  courage  and 
needed  the  help  of  people  who  would  have  the  guts  to  take  the  risk 
and  stand  up  and  be  counted  and  to  identify  the  hoodlums. 

Too  ElSKY  FOR  $100  A  WeEK 

Mrs.  Newsome.  I  was  late  coming  because  the  police  department  is 
out  working  with  the  rest  of  my  girls.  We  did  not  get  all  the  food 
stamps  picked  up  Friday  because  the  minute  this  happened  I  called 
in  the  other  five  girls.  Colonel  McQueeny  has  given  us  police  protec- 
tion this  morning  for  the  rest  of  the  job.  I  have  said  to  Dick 
Torshia,  "This  is  going  to  be  your  money  to  pay  to  protect  us.  I  am 
not  sending  any  more  girls  out  there  without  the  police  protection  be- 
cause I  am  not  going  to  have  people  working  for  measly  salaries  of 
$100  a  week  to  end  up  with  that  kind  of  thing  happening." 

Now,  if  you  want  your  police  money  to  go  that  way,  that's  the  only 
way  you  are  going  to  get  the  service.  I  am  not  going  to  have  for  $100  a 
week  people  hurt  trying  to  serve  senior  citizens. 

Senator  Pell.  Thank  you,  Mrs.  Newsome.  And  I  do  hope  you  will 
go  in  with  Mrs.  Conway  and  identify  them,  although  I  realize  it  takes 
very  real  guts  and  courage  on  your  part  to  do  that. 

Our  final  witness  on  this  panel  is  Dr.  Mary  Mulvey,  who  has  delved 
deeply  into  the  problems  of  our  elder  citizens  and  who  is  an 
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old  friend  of  mine.  I  can  assure  you  she  has  a  comprehensive  statement. 
It  will  be  put  in  the  record  in  its  entirety,  and  she  will  review  just  the 
major  points  for  us  now. 

STATEMENT  OF  DR.  MAEY  MULVEY,  VICE  PRESIDENT,  NATIONAL 
COUNCIL  OF  SENIOR  CITIZENS 

Dr.  MuLVEY.  Thank  you,  Senator  Pell.  I  have  prepared  a  statement 
which  I  won't  read.  There  are  many  more  people  to  be  heard  from 
this  morning.  I  would  like  to  speak  to  you  on  Medicare  and  its  short- 
comings. 

Senator  Pell.  Right.  And  the  regular  statement  will  be  put  in  the 
record  as  is.* 

Dr.  MuLVEY.  Thank  you.  Senator.  The  cost  of  medical  care  is  one  of 
the  principal  problems  that  our  elderly  people  face  today.  In  Rhode 
Island,  the  over-65  group  in  the  1967-69  period  had  a  median  family 
income  of  only  $4,347,  which  is  lower  than  the  national  median.  The 
national  median  at  that  time  vras  $4,802.  It  is  less  than  half  of  the 
median  of  people  under  65.  The  median  of  individuals  aged  65  and  over 
who  live  alone  was  $1,855  in  1969,  and  $1,951  in  1970.  Furthermore,  our 
older  people  are  slipping  more  and  more  into  the  poverty  level  year 
by  year. 

Coupled  with  the  fact  that  our  median  for  our  families  in  the  over 
65  group  is  lower,  the  cost  of  living  in  Rhode  Island  and  the  North- 
eastern urban  areas  is  much  higher  than  in  the  rest  of  the  country. 
Total  costs  of  budget  can  vary  from  $269  a  month  in  a  small  southern 
town  to  about  $400  a  month  in  our  New  England  cities.  I  have  included 
in  my  written  testimony  a  chart  of  what  the  cost  of  living  is  in  many 
urban  areas  in  our  country. 

Now,  medical  costs  also  run  way  ahead  of  the  national  average.  The 
average  reimbursement  of  hospital  bills  for  the  aged  in  Rhode  Island 
under  the  Federal  Medicare  program  in  1969  was  $307,  as  compared 
to  a  national  average  of  $237.  The  average  Medicare  reimbursement 
for  medical  bills,  for  out-of-hospital  medical  bills,  was  $104  in  Rhode 
Island,  as  compared  with  the  national  average  of  $87. 

Now,  the  Federal  Medicare  was  a  great  social  advance,  but  it  does 
not  cover  45  percent  of  our  senior  citizens'  health  costs.  And  the  finan- 
cial outlay  by  senior  citizens  for  the  coverage  has  been  increasing 
year  by  year.  Plan  A  deductible  rose  from  $40  to  $60 — 50  percent  in- 
crease in  4  years.  Out-of-pocket  premium  payments,  Part  B,  increased 
from  $3  a  month  to  $5.60  in  4  years — an  87-percent  increase.  Older 
people  who  can  afford  to  buy  Blue  Cross  Plan  65  have  had  their  pre- 
miums increased  65  percent. 

Redtape  Creates  Lack  of  Understanding 

So  those  enrolled  in  Part  B  and  Blue  Cross  pay  about  $153  a  year 
right  now,  and  this  does  not  give  them  the  coverage  of  the  many  kinds 
of  services  you  have  heard  here  today,  prescription  drugs,  eye  o;]  asses, 
dentures,  and  so  forth.  Now,  in  addition  to  the  shortcomings  of  Medi- 


*See  appendix  1,  p.  311. 


64-350— 72— pt.  3  3 


256 


care  coverage,  many  of  our  older  persons  are  not  getting,  are  not  col- 
lecting, their  reimbursment  costs,  largely  because  they  don't  under- 
stand how  to  go  about  it;  there  is  so  much  redtape. 

Others  lose  out  because  the  information  which  they  receive  on  state- 
ments for  medical  services  under  Part  B  does  not  explain  why  they 
will  not  receive  what  they  expect  under  the  law.  And  this  misunder- 
standing arises  in  part  because  the  information  contained  on  such 
statements  is  that  part  of  the  bill  is  not  covered  by  Medicare. 

The  fact  is  the  Medicare  law  allows  the  carrier,  which  is  Blue  Cross 
in  Rhode  Island,  to  pay  80  percent  of  the  reasonable  charge.  Now,  if 
a  physician  charges  an  amount  be^^ond  what  is  determined  reasonable, 
the  carrier  is  required  by  the  Social  Security  Administration  to  cut 
the  total  amount  back  to  what  has  been  determined  under  the  provision 
of  the  law  to  be  a  reasonable  amount.  Now.  if  the  physician  does  charge 
an  amount  beyond  the  reasonable,  he  should  explain  that  to  the  older 
person.  However,  neither  the  Social  Securit}-  Administration  nor  the 
doctors  nor  the  carrier — in  Rhode  Island  it  is  Blue  Cross — explain  in 
their  notice  to  the  beneficiaries  about  reasonableness  of  the  charge. 

The  Social  Security  Administration  should  require  the  carriers  to 
notify  the  beneficiaries  in  clear,  precise,  and  unmistakable  terms  the 
reason  for  the  reduction  in  the  amount  that  is  reimbursable.  Old  per- 
sons should  be  instructed  thoroughly  on  all  phases  of  applying  for  re- 
imbursement under  Part  B.  They  should  also  be  aware  that  it  is  not 
always  a  case  of  reimbursement ;  in  other  words,  older  persons  are  not 
required  to  pay  their  medical  fees  before  they  receive  Part  B  Medi- 
care coverage.  They  may  present  the  physician's  statement  to  the  Part 
B  carrier,  namely  Blue  Cross,  and  receive  payment  due. 

Still  another  problem  arises  because  part  B  statements  are  submitted 
on  Blue  Cross  letterheads.  Because  of  this  many  people  in  Rhode  Is- 
land over  65  assume  that  they  are  enrolled  in  Blue  Cross.  Again,  this 
fuzziness  about  the  whole  xerogram  should  be  eliminated.  Training  in 
senior  citizens  advocacy  is  in  order  so  that  they  will  learn  all  of  the 
benefits  under  Medicare  and  all  methods  of  collecting  their  health  care 
costs,  meager  though  they  be. 

Support  National  Health  Secuioty  Bill 

We  feel,  in  view  of  the  shortcomings  of  coverage  and  payment  of 
costs,  that  the  most  direct,  the  most  immediate  way  to  correct  the  short- 
comings will  be  to  get  behind  the  national  health  security  bill  now 
pending  in  Congress.  I  want  to  congratulate  you,  Senator  Pell,  for 
your  having  introduced  a  bill  of  health  insurance  for  all  people,  in- 
cluding the  elderly.  You  have  also  cosponsored  the  national  health  se- 
curity bill,  S.  3  in  the  Senate,  H.R.  22  in  the  House.  This  is  the  bill 
which  the  National  Council  of  Senior  Citizens  is  backing,  and  I  know 
that  many  of  the  provisions  of  your  bill  are  the  same  as  those  in  the 
Kennedy-Griffiths  bill— S.  3  and  H.R.  22. 

Medical  care  today  is  a  crazy  quilt  paid  for  with  private  and  Gov- 
ernment funds.  Medical  bills  are  paid  in  part  by  private  citizens^ 
health  insurance,  in  part  by  health  payments,  in  part  by  public  wel- 
fare funds,  and  in  part  by  Medicaid  for  the  elderly.  Now,  this  particu- 
lar bill  would  be  financed  by  taxes  on  employers,  employees,  the  self- 


257 


employed,  and  on  unearned  individual  income  and  by  Federal  general 
revenue.  The  work  share  will  be  1  percent  of  wages  and  unearned 
income  up  to  $15,000  a  year. 

It  is  not  a  new  tax.  Workers  are  now  paying  almost  that  amount  for 
the  Medicaid  program.  S.  3  and  H.R.  22  would  reduce  out  of  pocket 
nonreimbursed  medical  expenses  while  it  will  provide  a  better  and 
more  comprehensive  health  service.  The  employers'  contributions 
would  be  just  about  what  many  employers  now  pay  for  inadequate^ 
private  health  insurance  for  their  workers. 

Under  this  legislation,  the  Federal  General  Revenue  would  pay  for" 
approximately  half  of  the  total  cost  of  the  program,  so  there  would 
not  be  a  new  outlay  since  Medicare  for  those  aged  65  and  over  and 
Medicaid,  the  Federal-State  program  for  health  care  for  the  needy, 
and  other  Federal  health  care  expenditures,  represent  a  large  and 
growing  portion  of  the  Federal  budget.  National  Health  Care  Insur- 
ance proposed  under  S.  3  and  H.R.  22  will  absorb  these  present  heavy 
outlays.  S.  3  and  H.R.  22  incorporate  built-in  financial,  professional^ 
and  other  standards  and  incentives  to  encourage  preventative  medical 
care,  which  is  not  in  the  present  Medicare  bill,  and  early  diagnosis  as 
well  as  better  treatment  of  disease  and  disability  once  it  has  occurred^ 

Now,  this  bill,  of  course,  is  for  all  people,  all  Americans,  including- 
the  elderly.  But  for  the  elderly,  it  would  cover,  all  the  elderly.  Eligi- 
bility for  hospitalization  in  the  program  would  not  depend  on  past 
employment  status.  In  other  words,  they  would  not  have  to  have  been 
enrolled  or  be  eligible  for  cash  benefits  under  Social  Security  or  have 
met  the  requirement  for  eligibilitj^  for  Medicaid.  There  would  be  no 
monthly  premium  to  pay.  Included  would  be  prescription  drugs,  no 
limitation  on  hospitalization  or  home  care  services. 

Incidentally,  there  would  be  120  days  of  nursing  home  care,  whereas 
now  there  are  only  20  under  Medicaid  and  there  are  many  restrictions 
as  to  nursing  home  eligibility.  There  would  be  no  outlay  by  anybody 
except  that  their  income  would  be  taxed  at  1  percent  to  cover  it. 

I  hope  that  I  have  not  imposed  on  your  time,  but  I  want  to  thank 
you  for  the  opportunity  of  giving  testimony.  [Applause.] 

Senator  Pell.  Your  full  statement  will  be  put  in  the  record.  Thanks 
very  much  to  this  panel  on  Medicare  and  Medicaid  for  being  with  us. 
I  think  they  have  brought  out  the  fact  that  present  laws  are  insuffi- 
cient, because,  for  example.  Medicare  does  not  now  cover  out-of -hos- 
pital prescription  drugs,  glasses,  ©r  dentures.  The  need  for  additional 
help  in  these  and  other  areas  is  very  real  and  very  vital.  I  think  one  of 
the  subjects  we  are  discussing,  H.R.  1,  goes  in  the  wrong  direction 
because  it  would  increase  the  amount  of  the  deductible  under  Part  B- 
and  it  would  also  make  the  elderly  subject  to  a  $7.50  daily  copayment 
charge  for  each  day  in  the  hospital  from  the  31st  to  the  60th  day.  So- 
I  think  these  are  areas  where  we  should  go  counter  to  the  proposals  in 
H.R.  1. 1  thank  this  panel  very  much. 

Now,  the  next  panel,  Panel  on  Health  Care  Providers,  consists  of 
Dr.  Richard  J.  Kraemer,  chairman  of  the  Committee  on  Aging  of  the- 
Rhode  Island  Medical  Society;  Mr.  Wade  Johnson,  executive  director 
of  the  Hospital  Association  of  Rhode  Island;  Mr.  Gustin  L.  Buo« 
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naiuto,  president  of  the  Rhode  Island  Nursing  Home  Association; 
Mr.  Albert  Y.  Lees,  president  of  the  Rhode  Island  Association  of 
Facilities  for  Aged ;  and  Miss  Shirley  Whitcomb,  member  of  the  Asso- 
ciation of  Home  Health  Agencies. 

Elderly  Hit  Hard  by  Inflation 

I  think  also  as  we  see  the  problems  of  the  aged  and  hear  from  the 
older  people  themselves,  we  realize  how  acutely  they  are  hit  by  infla- 
tion. We  also  realize  the  extent  to  which  they  must  go  in  order  to  main- 
tain a  normal  level  of  diet.  Sometimes  you  will  find  dog  food  and  cat 
foot  advertised  as  luxury  products  on  television  being  used  by  older 
people  as  a  staple  for  food.  I  think  the  degree  of  illness,  degree  of 
poverty,  degree  of  misery,  is  often  not  available  to  the  general  public 
because  misery  and  poverty  and  illness  cannot  move  around,  it  has  to 
be  still.  And  people  who  are  aware  of  it  are  not  the  public  as  a  whole, 
who  don't  realize  what  exists.  But  those  of  us  who  go  into  these  areas 
are  aware. 

I  think  the  social  workers  are  aware  of  these  problems,  each  of 
them  have  their  load  of  individuals  that  they  try  to  help ;  the  clergy- 
men who  go  around,  who  are  interested  in  their  soul ;  I  guess  the  poli- 
ticians who  are  interested  in  their  votes.  But  I  guess  these  three  cate- 
gories of  people,  the  social  workers,  clergymen,  and  politicians,  are 
probably  more  aware  of  the  extent  of  misery  and  poverty  in  our  com- 
munity than  any  other  group  of  citizens. 

Now,  I  thank  the  Panel  on  Providers  for  being  with  us.  I  don't 
want  to  cut  off  anybody  at  all,  but  I  do  have  questions,  so  if  any  of  you 
have  rather  long  statements,  I  assure  you  it  will  be  put  in  the  record 
in  full  if  it  is  not  read.  We  have  representatives  of  all  the  dilferent 
providers  of  health  care  services  for  the  elderly.  I  am  very  glad  to  say 
our  first  witness  is  the  chairman  of  the  Committee  on  Aging  of  the 
Rhode  Island  Medical  Society,  Dr.  Richard  Kraemer. 

STATEMENT  OP  DE.  EICHAEB  J.  KRAEMEE,*  CHAIEMAIT,  COMMIT- 
TEE ON  AGING,  EHODE  ISLAND  MEDICAL  SOCIETY 

Dr.  Kraemer.  Good  morning.  Senator.  The  stated  charge  to  the  No- 
vember 1971  AYhite  House  Conference  is  to  propose  a  plan  of  national 
action,  and  the  doctors  believe  it  is  incumbent  upon  organized  medicine 
to  insure  that  proper  emphasis  is  placed  on  improving  and  maintain- 
ing the  health  of  the  aged. 

Medicine  has  adopted  a  series  of  10  concepts  which,  if  implemented, 
would  help  meet  the  stated  charges  of  the  conference.  No.  1,  there  are 
no  known  diseases  specifically  attributable  to  the  passage  of  time,  but 
the  diseases  and  health  problems  which  frequently  develop  in  the 
elderly  render  the  health  care  status  of  the  aged  not  as  favorable  as 
that  of  the  younger  group.  No.  2,  since  the  vast  majority  of  older  citi- 
zens are  not  sick,  any  program  on  behalf  of  older  citizens  should  place 
emphasis  on  keeping  them  well.  It  was  stated  recently  from  informa- 
tion taken  in  Washington  that  only  7  percent  of  the  aged  are  hospital- 
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ized  or  institutionalized.  The  remaining  93  percent  are  out  in  the  world 
just  as  you  and  I,  63  percent  with  their  families  and  30  percent  alone 
or  w^ith  nonf  amily  groups. 

Encourage  Elderly  to  Remain  Active 

No.  3,  encouraging  older  persons  to  assume  functions,  valuable  roles 
in  the  family  and  community  Avill  reduce  their  emotional  problems  and 
improve  their  general  health.  No.  4,  the  health  of  all  people,  including 
those  in  the  older  age  group,  can  be  significantly  improved  by  adoption 
of  a  positive  health  program,  including :  ( 1)  periodic  health  appraisals, 
planned  regular  visits  to  physicians,  exercises,  planned  activities  to 
challenge  their  thinking,  diet  planning  to  avoid  obesit}^  and  malnutri- 
tion, modification  of  habits  that  misrht  be  detrimental  to  health  such 
as  the  overuse  of  alcohol,  drugs,  and  tobacco,  and  participation  in  pre- 
ventive medical  programs. 

No.  5,  the  financing  of  long-term  care  continues  to  present  a  special 
problem  for  elderl}^  people,  means  to  provide  protection  from  cata- 
strophic costs  of  such  care  should  be  explored  as  well  as  the  develop- 
ment of  incentives  to  communities  to  make  ]]ome  health  services  readily 
available  as  an  alternative  to  the  m.orc  costly  institutional  care.  As  you 
lieard  this  morning  from  Dr.  Mulvey,  jModicare  provides  only  45  per- 
cent or  less  of  your  actual  cost,  and  li[edicaid  covei's  an  uneven  protec- 
tion which  meshes  very  inefficiently  with  ^ledicare. 

No.  6,  there  should  be  no  selective  social  discrimination  against  the 
aged  solely  on  the  basis  of  their  age.  No.  7.  compulsory  retirement  and 
artificial  barriers  to  employmeiit  based  on  age  can  be  prime  factors  in 
the  deterioration  of  health.  Middle  age  and  older  workers,  therefore, 
should  be  aftorded  equal  opportunity  with  others  for  gainful  employ- 
ment ba.sod  on  their  ability,  personal  desires,  and  capabilities. 

No.  8,  workers  Avho  are  capable  and  who  personally  desire  to  post- 
pone retirement  should  be  encouraged  to  do  so  by  implementation  of 
the  Work  Old  Age  Insurers  Program  and  by  flexible  protection  poli- 
cies by  both  industry  and  Government.  As  you  know,  the  middle  group 
is  getting  proportionately  smaller  than  the  young  and  aged  that  they 
support  directly  or  indirectly,  and  it  is  certain  that  the  older  age  group 
is  going  to  have  to  be  gotten  back  into  the  work  force  and  their 
talents  and  abilities  used  in  order  to  take  some  of  this  load  off  the 
middle-age  group. 

Pension  Portability 

No.  9.  a  voluntary  pension  system  transferable  among  employers 
should  be  devised  to  encourage  the  expansion  and  improvement  of  pri- 
vate pension  coverage.  Your  pension  should  be  transferable  and  not 
lost  if  you  transfer  from  one  job  to  another.  That  is  called  vesting. 

No.  10,  a  formula  for  fulfillment  for  the  aged  should  be,  should  in- 
clude independence  and  self-esteem,  opportunity  for  work  part-  or 
full-time  on  a  paid  or  voluntary  basis,  continued  meaningful  participa- 
tion in  family  and  community  life,  adequate  housing,  ability  to  enjoy 
leisure  time  and  partici])ation  in  recreational  activities,  continuing 
self-appraisal  and  availability  of  protective  services  and  medical  and 
nursing  care  should  be  made. 
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A  recent  survey  in  a  large  medical  journal  reported  a  survey  of 
fdoctors  and  their  attitudes  toward  national  health  care.  Their  attitude 
was  that  with  practical  politics  and  the  social  consensus  of  opinion  in 
'this  country,  national  health  insurance  was  going  to  come,  and  it  is 
just  a  question  of  how  to  keep  the  system  within  bounds  of  reasonable- 
3iess  and  practicality. 

The  survey  peculiarly  shows  that  the  doctors  were  much  more  gen- 
erous in  their  attitude  on  benefits,  including  care  for  catastrophic 
cases,  dental  care,  long  term  psychiatric  ills,  nursing  home  care,  and 
prescriptions  which  are  not  included  under  the  present  Medicare  and 
Medicaid  today.  It  was  felt  that  in  order  to  keep  the  plan  solvent  there 
had  to  be  a  very  definite  deductible  and  coinsurance  factor  to  keep 
down  what  we  call  induced  costs ;  in  other  words,  when  somebody  gets 
something  for  nothing,  the^^  are  apt  to  take  m^ore  advantage  of  it  and 
come  more  often  simply  because  of  it  being  free. 

Free  Caee  for  Needy  and  I?^digent 

Those  people  who  are  so-called  solvent,  who  are  able  to  pay  their 
way ;  should  do  so  in  proportion  to  their  ability.  Medical  men  in  gen- 
eral, in  this  surve}^,  were  of  the  opinion  that  care  should  be  free  to  the 
needy  or  the  indigent  or  those  who  are  nearly  so.  It  is  a  very  tremen- 
dous hardship  at  the  present  time  to  have  all  these  deductibles  and  coin- 
surance payments  out  of  small  pensions.  It  is  an  unfair  tax  upon  you 
with  such  limited  means. 

Dr.  Mulvey  mentioned  unreasonable  costs  which  should  be  ex- 
plained in  detail  for  you.  Actually,  that  is  why  many  of  the  doctors 
do  not  wish  to  participate  in  this  thing  because  of  the  statistical  inad- 
quacy  of  the  method  by  which  the  reasonable  and  usual  customer 
charges  are  determined. 

In  finishing,  I  would  like  to  say  just  be  reassured  that  the  doctors, 
as  always,  want  to  see  that  everybody  has  the  care  they  need.  As  one 
doctor  at  the  end  of  his  statement  in  the  recent  Medical  World  News 
geriatrics  article  said,  give  the  aged  full  pocketbooks  to  take  care  of 
their  every  day  living  and  a  physician  with  a  warm  heart.  [Applause.] 

Senator  Pell.  Thank  you  very  much,  Dr.  Kraemer.  I  know  that  a 
point  that  you  made  about  the  vast  majority  of  our  older  citizens 
not  being  sick  is  one  about  which  the  Ehode  Island  Medical  Society 
and  I  have  been  jousting  for  about  8  years.  I  think  there  has  been  an 
exchange  of  articles  on  that  point.  There  was  some  disagreement 
whether  three- fourths  of  all  senior  citizens  have  at  least  one  chronic 
condition  and  50  percent  have  two  or  more  chronic  conditions.  I  think 
the  point  at  issue  is  chronic  disease,  whether  it  means  being  sick.  In 
my  view  it  does  and  in  your  view  it  does  not.  I  suspect  we  will  con- 
tinue jousting  on  this  for  many  years. 

The  next  witness  we  have  here  is  Mr.  Wade  Jolmson,  executive 
director  of  the  Hospital  Association  of  Ehode  Island,  who's  been 
closely  associated  with  me  and  my  office  and  with  whom  I  have  been 
very  close  in  the  past  few  years. 

Mr.  JoTi^^soN.  Thank  you.  Senator  Pell. 

Senator  Pell.  I  would  like  to  add  another  thought.  I  think  it  would 
be  helpful  if  all  witnesses  could  limit  their  statements  to  a  maximum 
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of  5  or  7  minutes  in  accordance  with,  I  believe,  the  staff  request  to  wit- 
nesses. 

Mr.  Johnson.  Thank  you.  I  might  mention  that  I  do  have  a  written 
statement. 

Senator  Pell.  It  will  be  printed  in  full  in  the  record.* 

STATEMENT  OF  WADE  JOHNSON,  EXECUTIVE  DIRECTOR,  HOSPITAL 
ASSOCIATION  OF  RHODE  ISLAND 

Mr.  Johnson.  I  will  not  completely  read  it,  I  will  try  to  stay  within 
the  time  limit.  I  will  begin  by  mentioning  that  I  am  here  as  the  chief 
staff  person  of  the  Hospital  Association  of  Rhode  Island,  and  that  the 
membership  of  our  Association  consists  of  all  of  the  voluntary  non- 
profit hospitals  and  all  of  the  State  government  hospitals  in  Rhode 
Island.  And  I  am  going  to  confine  my  remarks  mainly  to  the  concern 
shared  by  the  hospitals  in  Rhode  Island  about  the  problems  of  Medi- 
care and  Medicaid  and  some  thoughts  about  the  existing  pending 
legislation  that  might  affect  those  programs. 

At  the  outset,  I'd  like  to  make  a  couple  of  general  observations.  I 
assume  that  all  of  us  here  are  going  to  not  look  at  certain  health  pro- 
grams in  themselves,  but  are  concerned  for  the  net  effect  of  all  of  the 
programs  on  the  quality  of  life  to  people  who  we  call  the  elderly  in 
this  country.  As  you  surely  know  better  than  I  and  as  we  have  been 
hearing  very  distinctly  this  morning,  this  quality  of  life  is  affected 
by  many  variables:  economic,  social,  environmental,  as  well  as  the 
important  one  of  health  services,  which  society  needs  to  evaluate  both 
by  study  and  observation  and  by  hearing  from  the  elderly  themselves. 

Medicare  Erases  Welfare  Label 

So  having  sounded  this  note  of  caution,  I  can  now  say  it  is  our 
general  impression  that  Medicare,  despite  its  problems,  has  made  a 
significant  contribution  toward  improving  the  quality  of  life  for  the 
elderly  in  this  country.  The  Medicare  program  committed  tlie  Federal 
Government  to  the  responsibility  of  financing  most  health  services  for 
this  major  segment  of  the  poj)ulation ;  in  so  doing.  Medicare  relieved 
the  elderly  of  both  the  financial  roadblock  to  some  extent  and  of  the 
welfare  label  as  it  had  become  their  right  to  expect. 

As  you  so  well  know,  it  is  now  widely  accepted  that  health  care  is 
no  longer  a  privilege  for  only  those  who  can  afford  it,  but  rather  it  is 
an  inherent  legal  right  of  all  individuals.  Also,  we  think  it  can  be  said 
without  contradiction  that  Medicare,  more  than  any  other  single  de- 
velopment in  the  health  field  in  the  past  5  years,  has  served  to  bring 
into  focus  the  weaknesses  and  problems  as  well  as  the  strengths  of  the 
health  care  delivery  system  in  this  country. 

In  doing  so,  however,  it  has  exacted  a  high  price,  both  in  terms  of  the 
cost  to  the  taxpayer  and  in  terms  of  additional  problems  in  the  health 
care  system  generated  by  the  program  itself.  J^ow,  in  my  written 
statement  I  delved  into  the  severe  inflationary  effect  Medicare  itself 
has  had  on  health  care  costs,  the  underestimated  cost  projections  of 
the  program  that  were  given  to  Congress  when  it  enacted  Medicare, 
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and  into  a  few  of  the  many  administrative  problems  for  both  Medicare 
and  Medicaid  or  welfare  patients,  which  have  resulted  from  the  way 
the  law  was  written. 

In  this  connection,  one  specific  suggestion  we  make  in  our  written 
testimony  is  that  we  believe  H.R.  1  should  contain  a  precise  definition 
of  reasonable  costs  for  providers,  specifically  in  this  case,  hospitals, 
and  the  determination  of  reasonable  costs  should  be  uniform  among 
the  Medicare,  Medicaid,  and  other  health  programs.  It  is  only  when 
the  precise  agreed  upon  definition  of  reasonable  costs  is  stated  that  we 
believe  progress  can  be  made  toward  an  effective  and  efficient  reim- 
bursement formula. 

Proposed  Guidelines  for  Health  Care 

Now,  our  written  testimony*  at  this  point  introduces  and  discusses 
at  some  length  a  set  of  principles  for  financing  health  care  which  have 
been  developed  by  the  American  Hospital  Association,  and  which  we 
believe  are  sound  and  should  be  reflected  in  any  future  legislation.  The 
passage  of  Medicare  and  Medicaid  underscored  the  fundamental  weak- 
nesses of  health  care  financina'.  The  programs  assume  the  burden  for 
the  payment  of  health  care  bills  of  a  large  segment  of  the  population, 
but  explicitly  renounce  any  obligation  to  share  in  the  meeting  of  the 
total  needs  of  our  health  care  system  except  as  that  system  meets  the 
need  of  the  particular  beneficiary. 

So  it  is  out  of  a  deep  concern  for  the  broader  community  interest  in 
the  financial  stability  of  the  health  care  system  that  the  American 
Hospital  Association,  with  which  our  Rhode  Island  Hospital  Associa- 
tion is  affiliated,  issued  the  above  mentioned  guidelines,  called  the 
Statement  on  the  Financial  Requirements  of  Health  Care  Institutions 
and  Services.  These  guidelines  declare  that  collectively  all  purchases 
of  health  care,  particularly  all  major  third  party  purchasers,  have  an 
obligation  to  recognize  and  share  in  all  the  financial  requirements  and 
needs  of  institutions  providing  this  care. 

The  entire  list  of  these  financial  requirements  and  their  components 
is  appended  to  our  w^ritten  testimony  as  an  appendix.  Now,  this  state- 
ment of  financial  requirements  I  have  been  referring  to  takes  into  ac- 
count such  things  as  the  institution's  responsibility  to  the  community, 
the  need  for  systematic  financing  of  all  their  operating  and  capital 
needs,  a  rationale  for  proper  planning  of  facilities  and  services  with 
due  regard  for  variations,  and  incentives  for  economy  and  efficiency 
of  high  quality  health  care. 

In  our  written  testimony  we  develop  each  of  these  key  points  in 
more  detail.  Now,  on  the  last  of  the  aforementioned  points,  incentives 
for  economy,  our  statement  goes  into  the  importance  of  encouraging 
new  methods  of  reimbursement  and  the  promising  experience  to  date 
with  prospective  rating  as  one  such  new  method.  We  are  verv  en- 
couraged to  see  that  section  222  of  H.R.  1  would  authorize  the  Secre- 
tary of  Health,  Education,  and  Welfare  to  experim.ent  with  methods 
of  reimbursement  designed  to  incrense  efficiency  and  economy. 

Additionally,  this  same  section  of  H.R.  1  calls  for  experimentation 
with  the  method  of  payment  to  providers  of  health  care  on  the  pros- 
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pectively  determined  basis.  The  Hospital  Association  of  Rhode  Island 
and  its  member  hospitals  wholeheartedly  endorse  the  concept  of  the 
prospective  rating  and  strongly  encourage  the  Federal  Government 
to  continue  to  speed  up  the  experimentation  with  methods  of  reim- 
bursement. 

We  would  like  to  point  out  for  the  record  that  the  voluntary  hos- 
pitals of  Rhode  Island  are  all  presently  operating  under  the  prospec- 
tive reimbursement  contract  with  Blue  Cross.  Rhode  Island  was  the 
first  statewide  group  of  hospitals  since  Medicare  to  come  under  the 
prospective  rating  method  where  rates  are  negotiated  between  the  pay- 
er and  provider.  We  think  it  is  worth  noting  that  the  agreement  be- 
tween the  two  parties  was  reached  voluntarily.  Although  the  prospec- 
tive rating  method  is  only  partially  in  effect  in  tliis  present  fiscal  jeixv 
ending  October  1,  1971,  we  already  have  some  indications  it  is  hav- 
ing a  favorable  elfect  on  costs. 

State  Made  Party  to  Negotiattox 

Based  on  preliminary  data  recently  gathered  by  the  Hospital  As- 
sociation, the  hospitals  in  Rhode  Island  are  presently  ''under  budget" 
when  actual  costs  are  compared  with  budgeting  costs.  It  appears  sig- 
nificant dollars  will  be  saved  in  this  1  fiscal  year  alone  as  a  residt  of 
the  prospective  rating  method.  A  recent  development  in  the  prospec- 
tive reimbursement  picture  here  in  Rhode  Island  was  the  passage  of  a 
bill  by  the  Rhode  Island  Geiieral  Assembly  making  State  government 
tJirough  the  Stcte  budget  director  a  party  to  lioRpital  budget  negotia- 
tions between  all  voluntary  hospitals  in  the  State  and  Rhode  Island 
Blue  Cross.  This  will  begin  for  the  fiscal  year  that  starts  a  year  from 
now,  October  1, 1972. 

In  addition  to  making  the  State  a  party  to  the  budget  negotiations, 
the  new  Rhode  Island  law  paves  the  way  for  the  State  to  enter  into  a 
contractual  agreement  with  the  hospitals  to  determine  prospective 
rates  it  would  pay  as  a  major  purchaser  of  health  care  for  Medicaid 
and  other  patients.  Presumably  this  would  come  about  with  the  passage 
of  H.R.  1  and  section  222. 

Medicare  and  Medicaid  principles  of  reimbursement  are  inadequate 
to  the  extent  they  do  not  comply  with  the  AHA  statement  on  financial 
requirements,  specifically  in  nonreimbursement  of  their  respective 
share  of  bad  debts  and  failure  to  recognize  working  capital  needs  of 
health  care  institutions. 

As  a  way  of  concluding  our  testimony  this  morning,  I  would  like  to 
address  myself  to  that  which  I  feel  is  necessary  for  changing  the  pres- 
ent health  care  system  to  insure  the  proper  and  adequate  delivery  of 
health  care  to  the  aged  and  indigent  as  well  as  to  all  Americans.  We 
have  discovered  the  hard  way  through  Medicare  and  Medicaid  that  to 
pour  additional  money  into  the  existing  system  will  not  solve  our 
Nation's  current  health  care  problems.  What  is  really  needed  is  a  basic 
restructuring  of  the  entire  health  care  delivery  system  and  a  realine- 
ment  of  fuiancing  mechanisms.  Plans,  which  we  feel  can  bring  about 
these  changes,  are  contained  in  Ameriplan,  the  national  health  care  pro- 
gram recommended  by  a  special  committee  of  the  American  Hospital 
Association. 
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Unfortunately,  Ameriplan  is  but  one  of  many  national  health  insur- 
ance proposals  to  be  considered  by  Congress  during  the  coming  year. 
Each  of  the  proposals  attempts  to  provide  a  minimum  level  of  health 
care  benefits  for  the  entire  U.S.  population.  Where  they  part  company 
is  on  the  issues  of  the  needed  reforms  that  should  be  carried  out  and 
how  they  should  be  financed.  Ameriplan  offers  a  proposal  to  restruc- 
ture the  entire  delivery  of  home-care  services  as  well  as  financing. 

Health  Care  Is  Right  or  All  Individuals 

At  the  very  outset  of  our  testimony  we  said  health  care  is  no  longer 
a  privilege  of  the  few  who  can  afford  it,  but  is  the  inherent  right  of  all 
individuals.  It  is  on  this  principle  that  the  goals  of  Ameriplan  were 
founded.  The  corollaries  of  this  principle,  as  stated  in  the  AHA  health 
plan,  declare  that  the  dignity  of  the  individual  and  better  community 
life  are  functions  of  health  care,  that  government  must  assure  preser- 
vation and  maintenance  of  health,  that  health  services  must  be  deliv- 
ered without  regard  to  the  ability  to  pay  or  to  race,  creed,  color,  sex, 
or  age,  and  that  health  services  must  be  accessible  to  all. 

Some  of  the  proposals  call  for  long-range  planning  and  increased 
national  expenditures  for  health  care.  Others  require  little  change  in 
the  way  that  health  care  services  are  presently  delivered.  One  far 
reaching  goal  is  that  delivery  of  health  services  much  provide  compre- 
hensive health  care,  the  five  components  of  which  are  health,  primary 
care,  specialty  care,  restorative  care,  and  health-related  custodial  care. 
Another  goal  which  reaches  into  the  future  is  that  the  system  must  pro- 
vide incentives  to  health  care  providers  for  keeping  people  well. 

At  the  heart  of  Ameriplan  are  health  care  corporations  organized  to 
manage  and  coordinate  health  care  services  at  the  community  level. 
The  health  care  corporation  would  be  responsible  for  providing  the 
five  components  of  care,  either  through  its  own  resources  or  through 
contracts  with  providers.  It  would  be  approved  for  operation  in  pro- 
viding its  services  to  a  defined  population  group  in  a  specified  geo- 
graphic area  by  a  newly  formed  independent  agency.  This  agency 
would  be  known  as  the  State  health  commission. 

National  Health  Commission 

This  commission  in  turn  would  be  answerable  to  a  ^^ational  Health 
Commission  having  the  responsibility  at  the  Federal  level  for  estab- 
lishing standards  of  quality  and  regulations  for  the  scope  of  benefits 
and  comprehensiveness  of  services. 

Senator  Pell.  I  hate  to  interrupt.  There  is  no  better  friend  I  have 
than  the  American  Hospital  Association,  but  I  am  trying  to  limit  the 
witnesses,  if  they  would,  to  5  or  7  minutes.  Otherwise  this  means  no 
questions. 

Mr.  Johnson.  The  plan  is  admittedly  difficult  of  explanation  briefly, 
but  it  is  one  we  hope  certainly  Congress  Avill  give  consideration  to. 
Realistically  speaking,  I  am  sure  none  of  the  specific  programs  right 
now  is  to  be  the  final  proposal  enacted.  In  this  connection,  I'd  like  to 
mention  the  fact  that  we  are  well  aware  of  your  own  national  health 
plan  before  Congress  at  the  present  time  and  that  it  embodies  some  of 
the  elements  that  I  have  been  talking  about. 
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We'd  like  to  take  this  opportunity  to  publicly  applaud  you  for  the 
outstanding  direction  and  leadership  that  you  have  provided  in  behalf 
of  better  health  care  delivery,  not  only  nationally,  but  in  the  State  of 
Khode  Island,  particularly  in  the  areas  of  medical  education,  health 
manpower,  and  neighborliood  health  centers. 

Again,  thank  you  for  this  opportunity  to  testify  here.  [Applause.] 

Senator  Pell.  Thank  you  very  much.  One  very  brief  question  here.. 
As  you  know,  as  a  result  of  an  amendment  that  I  put  in  one  of  the 
health  bills,  an  HEW  cost  study  predicted  a  50-percent  increase  in. 
health  costs  by  1974.  Do  you  see  the  cost  of  hospitalization  going  up 
by  50  percent  by  197 4  ? 

Mr.  JoHxsox.  I  think  it  depends  on  how  we  define  hospitalization.  I 
would  hope  and  expect  that  the  total  expenditures  for  medical  care 
would  not  go  up  50  percent.  I  think  some  of  the  itnit  costs  could  well  go 
up  50  percent. 

Senator  Pell.  I  agree  with  you  and  I  think  we  both  have  the  same 
concept  that  the  hospital  should  be  the  central  unit  in  providing  health 
services  to  the  people  and  that  we  should  phase  people  out  to  increas- 
ingly lower  levels  of  health  care  as  they  attain  better  health. 

Mr.  Gustin  Buonaiuto  is  the  next  witness,  and  I  had  the  pleasure,  2 
weeks  ago,  of  being  accompanied  by  him  as  I  went  throuo-h  various 
nursing  homes  in  IVarwick.  He  does  a  great  job  as  president  of  the 
Ehode  Island  Nursing  Home  Association.  Although  he  got  out  of  the 
job  a  couple  of  years  ago.  he  has  been  drafted  and  again  is  president. 

STATEMEITT  OF  GUSTIN  L.  BTJONAITJTO,  PEESIBENT,  RHODE 
ISLAND  NURSING  HOME  ASSOCIATION 

Mr.  BuoxAiuTO.  Thank  you  very  much.  Senator  Pell,  for  the  oppor- 
tunity to  be  here  today.  As  a  provider  of  service  for  Medicare  and 
Medicaid,  I  would  like  to  touch  briefly  on  a  few  basic  points  that  can 
give  some  direction  to  this  hearing.  While  we  have  made  great  strides 
in  the  field  of  health  care,  there  needs  to  be  a  revamping  of  the  entire 
health  care  system. 

One  of  the  problems  in  our  present  programs  is  the  lack  of  total 
patient  care. 

Benefits  Needed  for  Chronically  III 

The  title  XVIII  program  allows  extended  care  benefits  for  acutely 
ill  people  only.  Unfortunately,  many  of  our  elderly  are  also  chroni- 
cally ill.  In  many  cases,  benefits  have  been  retroactively  denied  because 
the  patient  does  not  meet  the  written  definition  for  being  acutely  ill, 
even  though  he  may  need  extensive  nursing  care. 

The  Federal  Medicare  program  also  has  no  provision  which  would 
allow  posthospital  care  because  of  a  sociological  problem.  It  seems 
rather  basic  that  an  elderly  person  might  need  posthospital  care  in  an 
extended  care  facility  because  there  may  not  be  anyone  to  care  for  him 
at  home.  This  program  will  deny  benefits  to  anyone  in  this  situation.  It 
would  seem  in  the  interest  of  good  health  care  that  benefits  should  be 
allowed  in  cases  such  as  this.  Under  the  current  program  the  patient 
has^  a  tendency  to  remain  in  the  more  costly  hospital  bed  for  a  longer 
period  of  time  because  he  may  need  some  minor  nursing  care  and  cannot 
be  sent  home  to  care  for  himself.  If  regulations  were  loosened  to  allow 
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extended  care  benefits  for  people  who  cannot  be  cared  for  adequately 
at  home,  I  feel  the  result  would  be  better  total  care  for  the  patient  and 
less  cost  to  the  Government. 

My  third  point  concerns  the  many  inadequacies  in  the  reimbursement 
from  the  State  Medicaid  and  Federal  Medicare  programs.  While  the 
Federal  Medicare  program  pays  on  the  basis  of  reasonable  costs,  the 
State  Medicaid  program  in  Rhode  Island  will  pay  reasonable  costs 
with  a  maximum  of  $15  per  day,  regardless  of  what  the  facility's  costs 
may  be.  Many  newer  and  larger  homes  have  costs  in  excess  of  $15  per 
day  which  means  that  if  these  homes  are  to  accept  State  patients,  they 
have  to  operate  at  a  loss.  This  situation  can  only  limit  the  quality  of 
services  available  to  all  patients.  Since  Federal  standards  and  require- 
ments for  both  of  these  programs  are  becoming  practically  the  same. 
I  think  it  should  be  mandatory  that  reimbursement  be  the  same.  The 
indirect  effect  of  the  current  reimbursement  program  on  the  patient  is 
such  that  a  patient  may  not  be  able  to  gain  admission  into  an  extended 
care  facility  because  the  management  of  that  facility  faces  the  danger 
of  being  reimbursed  on  a  less-than-cost  basis  under  the  State  program. 
The  patient  may  be  admitted  as  a  Federal  Medicare  patient  and  after 
being  in  the  facility  for  several  days,  a  determination  will  be  made  that 
the  patient  is  not  eligible  to  receive  benefits  or  may  receive  limited  cov- 
erage under  this  program.  The  facility  may  then  have  to  accept  him 
for  the  maximum  payment  under  the  State  Medicaid  program.  This 
gross  inadequacy  to  the  facility  and  the  patient  can  be  corrected  by 
guaranteeing  that  reimbursement  will  be  made  until  eligibility  is 
determined. 

Fiscal  Intermediary — Expensive  Luxury 

I  would  also  like  to  examine  the  need  for  the  fiscal  intermediary 
in  this  program..  Extended  care  facility  administrators  are  burdened 
with  a  long  siege  of  onsite  audits  which  consume  many  man-hours. 
These  audits,  performed  by  highly  skilled  and  highly  paid  employees 
of  our  fiscal  intermediary  seem  to  be  a  tremendous  waste  of  the  tax- 
payer's money.  Since  most  of  the  regulations  and  determinations  are 
made  by  Federal  Government  authorities,  it  is  an  expensive  luxury 
to  have  a  fiscal  intermediary.  Interpretations  of  the  regulations  which 
are  supposedly  the  function  of  the  fiscal  intermediary  are  being  made 
by  BHI.  This  method  leads  to  confusion  and  procrastination,  and 
many  interpretations  are  never  resolved.  Investigation  must  be  made 
to  determine  if  the  cost  of  the  fiscal  intermediary  is  justified — can 
the  same  operations  be  carried  out  more  efficiently  by  the  Govern- 
ment at  a  lower  cost. 

In  conclusion,  I  feel  that  provision  must  be  made  for  the  total  care 
of  the  patient.  That  total  care  includes  chronic  and  acute  illnesses 
and  consideration  of  the  sociological  factors.  Medicaid  reimbursement 
must  parallel  Medicare  reimbursement  and  that  reimbursement  must 
be  guaranteed  to  the  patient  and  the  provider.  I  believe  that  these 
recommendations  could  greatly  enhance  our  present  programs  by 
improving  the  quality  of  care  provided  at  a  lower  cost  to  the  Gov- 
ernment. 

Thank  you  very  much  for  the  opportunity  to  be  here,  Senator. 
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Senator  Pell.  Thank  \oi\  for  your  statement,  Mr.  Buonaiuto. 

Our  next  witness  is  Albert  Lees,  who  is  president  of  the  Rhode 
Island  Association  of  Facilities  for  the  Aged,  which  includes  non- 
profit nursing  homes. 

STATEMENT  OF  ALBERT  V.  LEES,  PRESIDENT,  RHODE  ISLAND 
ASSOCIATION  OF  FACILITIES  FOR  THE  AGED 

Mr.  Lees.  Ladies  and  gentlemen,  the  Rhode  Island  Association  of 
Facilities  for  Aged  is  a  voluntary  organization  of  not-for-profit  ex- 
tended care  facilities,  skilled  nursing  homes,  convalescent  homes, 
rest  homes,  retirement  residences  and  feeding  programs  for  the  aged. 
We  are  organizations  of  church.  State,  and  voluntary  groups. 

As  administrators  of  these  not-for-profit  facilities  we  are  quite  con- 
cerned about  the  present  ^ledicare  program. 

We  would  like  to  refer  to  our  letter  of  June  17,  1971,  addressed  to 
the  Honorable  Claiborne  Pell,  wherein  we  outline  our  feelings  as  a 
professional  group. 

1.  As  stated  therein  we  endorse  the  principles  of  ^Medicare  as  oiigi- 
nally  set,  but  fluctuating  administrative  interpretations  as  to  what  is 
"covered  care''  have  created  great  confusion  on  the  part  of  prospective 
beneficiaries  and  service  providers.  Firm  guiding  rules  still  do  not 
exist.  The  program  was  instituted  before  it  was  administratively  ready, 
and  failure  to  provide  precise  information  to  eligible  beneficiaries 
has  resulted  in  financial  hardship  for  the  aged,  because  many  can- 
celed existino:  insurance  in  the  belief  that  all  hospital  and  nursing 
home  care  would  be  covered. 

2.  We  believe  the  public  assistance  program  needs  reevaluation  and 
revision.  Presently,  reimbursement  rates  do  not  cover  costs  in  most 
if  not  all  of  the  Rhode  Island  nursing  facilities.  The  not-for-profit 
facilities  must  seek  charitable  contributions,  raise  rates  for  the  full- 
payment  patients  or  use  endowment  funds  to  meet  the  difference  be- 
tween actual  costs  and  reimbursement  rates.  Providers  of  services 
should  be  reimbursed  on  governmentally  sponsored  patients,  at  cost, 
by  the  sponsor. 

3.  We  are  opposed  at  this  time  to  the  so-called  "universal  medical 
care  program,*'  since  neither  facilities  nor  personnel  are  available  to 
make  it  work. 

4.  We  do,  however,  endorse  the  "catastrophic  illness"  principle,  re- 
gardless of  the  age  of  the  beneficiary,  if  the  program  specifically  de- 
fines what  care  will  be  covered  prior  to  implementation. 

5.  Provision  for  long-term  chronic  care  must,  at  long  last,  enter 
the  care  for  the  aged  scope  of  coverage. 

6.  We  do  not  endorse  any  one  of  the  12  or  so  proposals,  now  under 
legislative  consideration,  to  revise  or  supersede  the  Medicare  and/or 
the  Medicaid  programs.  Rather,  we  believe  the  best  elements  of  the 
plans  will  be  amalgamated  by  the  appropriate  legislative  committees. 
We  take  no  stand  on  the  reimbursement  mechanism  (governmental 
versus  nongovernmental  insurance  companies)  but  feel  any  program 
must  be  geared  so  that  providers  of  service  are  assured  of  cost 

recovery.  .  . 

7.  We  recognize  that  the  area  of  critical  bed  shortasfe.  at  least  in 
Rhode  Island,  is  in  the  intermediate  care  category.  Skilled  nursing 
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beds  could  be  vacated  if  adequate  intermediate  care  beds  were  avail- 
able to  which  some  patients  could  be  transferred.  We  feel  that  a  Fed- 
eral grant  program  for  construction  of  intermediate  care  beds,  per- 
liaps  an  extension  of  the  Hill-Burton  program,  should  be  considered, 
so  that  this  category  of  critically  needed  beds,  locally,  could  be  made 
adequate. 

8.  We  recommend  that  the  following  be  used  as  evaluation  princi- 
ples for  any  revisions  of  present  programs  or  new  programs : 

a.  Are  physical  facilities  and  trained  personnel  available  to 
meet  the  program  needs  ? 

b.  Have  the  specifics  of  coverage  been  furnished  to  prospective 
beneficiaries  and  service  provide  is  in  advance  of  implementation. 

c.  Is  there  assurance  that  providers  will  recover  the  costs  of 
furnishing  services. 

d.  Has  sufiicient  time  been  allowed  to  develop  administrative 
details  before  the  scheduled  date  for  program  implementation? 

The  American  Association  of  Homes  for  the  Aging  has  recom- 
mended improvements  in  health  care  for  the  aged  in  the  United  States 
through  the  program  of  GEKI-CARE  and  we,  as  a  State  organiza- 
tion, also  firmly  recommend  this  program.  We  would  like  to  further 
state  that  we  believe  that  national  health  insurance  should  be  a  fed- 
eralized program,  administered  the  same  as  Social  Security  as  it  is  in- 
evitable that  one  day  a  great  majority  of  our  elderly  citizens  will  be 
in  need  of  long-term  health  care.  The  present  program  under  Medi- 
care of  100  nursing  days  is  far  short  of  the  total  needed  at  the  present 
time  for  long  term  intermediate  care. 

As  stated  in  our  letter  to  Senator  Pell  our  interests  are  objective — 
our  concern  is  for  the  aged  American  in  need  of  help.  Thank  you. 

Senator  Pell.  Thank  you  very  much.  Now  we  have  as  our  final 
witness  on  this  panel  Miss  Shirley  'Whitcomb,  who  is  a  member  of 
the  Association  of  Home  Health  Agencies.  Miss  Whitcomb. 

STATEMENT  OF  SHIELEY  WHITCOMB,  MEMBER,  ASSOCIATION  OP 
HOME  HEALTH  AGENCIES 

Miss  Whitcomb.  Thank  you.  I  am  here  as  a  representative  member 
of  the  Association  of  Home  Health  Agencies  of  Ehode  Island.  We 
appreciate  the  opportunity  to  share  our  thinking  with  you  regarding 
health  care  problems  of  people  over  65  years  of  age.  Rhode  Island  is 
fortunate  in  that  there  is  coniplete  coverage  of  all  areas  of  our  State 
by  certified  home  health  services.  You  have  heard  from  active,  inde- 
pendent, proud,  capable  people  who  can  speak  for  themselves,  and  do. 

I  am  here  to  speak  for  the  2  percent  of  Rhode  Island  population 
over  65  served  by  home  health  agencies  as  well  as  for  the  countless 
thousands  not  well  enough  to  come  to  a  hearing  such  as  this.  We  are 
using  today  the  term  home  health  agencies,  but  our  audience  will  rec- 
ognize my  uniform  as  that  of  the  district  nurse  or  visiting  nurse,  which 
is  also  what  our  patients  and  their  families  call  us. 

For  generations  our  role  has  been  to  care  for  the  sick  in  their  homes, 
to  promote  health,  and  to  prevent  illness.  We  have  always  known  that 
the  patient  is  happier,  the  family  more  content,  and  that  health  is  re- 
stored faster  when  the  patient  is  home.  To  the  elderly,  after  a  lifetime 
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of  work  and  struggle,  his  home  becomes  a  symbol  of  achievement, 
pride,  and  security.  To  remove  him  from  this  setting  would  mean 
breaking  his  spirit. 

Some  people  would  deteriorate  into  senility;  others  would  die.  I 
think  we  all  have  seen  people  who  have  become  confused  when  hos- 
pitalized. 

Removing  them  from  this  setting  also  would  break  their  finances. 
Many  older  people  are  living  on  tightly  balanced  budgets  with  only 
Social  Security  or  perhaps  another  small  pension  if  they  are  lucky.  No 
unexpected  expenses  could  be  met,  including,  in  many  cases,  the  pre- 
mium on  insurance  protection. 

Medicare — Boox  to  Persons  Over  65 

Thus,  Medicare,  when  it  was  put  into  effect  in  1966,  was  a  boon  to 
the  person  over  65.  It  paid  his  hospital  bill,  it  paid  for  certain  care  in 
certain  nursing  homes  or  extended  care  facilities,  and  it  paid  for 
certain  care  at  home.  In  fact.  Medicare  demanded  some  services  that 
had  not  been  provided  by  the  traditional  agencies  previously,  such  as 
social  services,  physical  therapy  services,  and  so  forth.  But  Medicare 
was  a  boon  also  to  the  district  nursing  agencies. 

These  agencies  had  long  been  aware  that  the  patient  in  his  home 
needed  more  services  than  just  nursing.  Many  with  large  financial 
support  had  attempted  to  provide  limited  services  such  as  physical 
therapy.  But  most  of  these  agencies  did  not  have  financial  resources 
to  do  tills.  Now  this  Medicare  law  not  only  paid  for  these  services,  but 
demanded  them.  It  was  soon  learned,  however,  that  there  were  some 
problems. 

The  3-day  hospitalization  as  a  requirement  for  plan  A  out  of  hos- 
pital, or  100-percent  coverage,  became  a  hardship.  Many  people  were 
not  sick  enough  to  require  hospitalization.  To  put  them  in  the  hos- 
pital in  order  to  fulfill  this  requirement  for  plan  A;  it  was  an  ex- 
pensive unnecessary  hardship  on  the  hospitals  as  well  as  the  patients. 
Many  people  were  so  very  sick  that  moving  them  in  the  first  place  and 
out  of  their  homes  in  the  second  place  for  the  short  period  of  time 
before  death  was  of  no  benefit  and  actually  cruel.  However,  without  the 
3  days  in  the  hospital,  the  full  coverage  of  plan  A  was  denied  them. 

Deductible  and  coinsurance  concepts  were  also  confusing.  Very  few 
patients  had  read  all  the  literature  and,  therefore,  most  knew  nothing 
about  this.  Many  patients  had  been  told  by  well-meaning  and  trusted 
people  that  Medicare  paid  for  everything.  Even  if  the  patients  knew 
about  some  of  these  charges,  few  could  meet  them.  Again,  the  fixed 
income  of  only  Social  Security  or  of  a  pension  did  not  allow  for  these 
expenses. 

Ageis^cies  Go  Into  Debt 

Since  Medicaid  did  not  meet  these  charges  and  United  Fund  did  not 
meet  the  deficit,  the  agencies  were  plunged  into  debt.  Interpreting 
custodial  care  prevented  payments  to  the  agencies  for  preventive  health 
service  and  care  of  patients  with  chronic  illnesses.  Consideration  was 
made  only  of  the  limited  restorative  potential  and  a  slim  prospect  for 
total  recovery.  Changes  in  the  patient's  physical  and  emotional  condi- 
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tion  may  alternate  between  acute  and  stable  change,  meaning  change 
of  regime  and  medication. 

Intermediary  letter  No.  395  says  patients  who  are  "stabilized"  and 
have  "no  more  potential  for  rehabilitation"  do  not  meet  Medicare 
requirements.  Who  is  to  be  the  final  judge?  It  might  well  be  for  our 
legislators  to  look  into  the  total  picture  of  preventive  service.  Some 
agencies  are  providing,  currently,  visits  for  the  purpose  of  health 
teaching  and  supervision,  with  the  goal  being  that  of  preventing  ill- 
ness and  the  anguish  and  financial  load  this  brings. 

Funds  for  Group  Meetings 

Group  meetings  to  provide  information  providing  proper  nutrition, 
early  care  of  some  aspects  of  disease ;  for  example,  care  of  diabetic  feet 
to  prevent  gangrene,  are  less  costly  and  still  valuable  teaching  methods. 
Currently  these  programs  are  financed  by  agencies  from  funds  not 
related  to  the  ^ledicare  program.  Yet,  from  the  point  of  view  of  their 
long-term  objectives,  would  this  be  a  wise  use  of  Medicare  funds? 

The  Association  of  Home  Health  Agencies  in  Rhode  Island  would 
like  to  propose  the  following:  First,  in  agreem.ent  with  the  Health 
Insurance  Benefits  Council  to  place  all  home  health  benefits  under  plan 
A  with  a  maximum  eligibility  of  200  visits  per  year.  Second,  to  remove 
the  3-day  hospitalization  stay  requirement  for  home  health  benefits. 
Third,  to  provide  for  coinsurance  with  the  second  hundred  visits  per 
year.  Also,  a  clear  statement  in  the  law  of  the  intent  to  include  coverage 
of  home  health  services  necessary  to  prevent  hospitalization.  And 
finally,  to  clarify  the  definition,  adoption  of  the  Rhode  Island  State 
Nurses  Association  official  definition  of  professional  nursing  as  Medi- 
care's definition  of  skilled  nursing  care. 

We  are  most  grateful  to  this  committee  for  the  opportunity  to 
present  our  concerns  for  the  elderly  patients  who  are  entitled  to  quality 
care  in  their  own  homes  with  the  dignity  and  family  comfort  they 
deserve.  Thank  you,  Senator. 

Senator  Pell.  Thank  you  very  much.  There  are  so  many  questions 
that  I'd  like  to  ask  all  these  panels,  but  in  organizing  this  morning  I 
think  we  probably  have  succumbed  to  the  temptation  of  covering  too 
much  and  simply  don't  have  the  time  to  both  ask  the  questions  and 
hear  the  witnesses.  So,  if  you  have  any  further  thoughts  you'd  like 
to  put  in  the  record,  please  submit  them  in  writing.  The  record  will 
be  kept  open  for  7  days  for  additional  statements. 

Any  other  points  any  of  you  care  to  make  before  our  next  panel  ?  In 
which  case  I  thank  each  one  of  you  very  much.  There  is  one  particular 
question  I  would  like  to  ask  the  doctor  who  is  here.  Does  he  have  any 
suggestions  of  how  we  could  make  these  forms  simpler  so  that  there 
will  be  less  reluctance  by  physicians  to  handle  Medicare  and  Medicaid 
patients  ? 

Dr.  Kraemer.  Much  of  this  depends  on  the  deductibles,  coinsurance 
receipts  and  cumbersome  bureaucratic  regulations.  It  is  a  tremendous 
administrative  problem,  and  I  am  sure  that  it  would  take  many  hours 
of  mutual  conference  to  make  a  statement  that  would  be  relevant  to 
your  question. 

Representative  James  C.  Wright,  Jr.,  chairman  of  a  House  Public 
Works  Subcommittee,  recently  offered  these  observations: 
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These  hearings  have  demonstrated  that  redtape  can  be  a  sieve  through  which 
escape  much  of  the  benefit  intended  by  a  program  and  much  of  the  taxpayers' 
hard-earned  money.  It  is  no  wonder  that,  as  the  testimony  indicates,  more  and 
more  people  avoid  Federal  programs  like  the  plague. 

But  the  overpowering  temptation  of  government  administrators  has  been  to 
add  to  each  of  them  dimensions  of  paperwork  never  envisioned  or  intended  by 
Congress. 

Needed  projects  are  delayed,  local  interests  become  confused  and  frustrated, 
conscientious  administrators  lose  enthusiasm  and  the  public  loses  confidence  in 
the  government.  The  credibility  of  government  is  involved. 

Senator  Pell.  Well,  if  you  have  a  specific  suggestion  or  if  the  Rhode 
Island  Medical  Society  has  a  specific  suggestion  in  this  regard,  I  wish 
you'd  send  it  to  me  in  letter  form  and  we  will  try  to  get  it  cranked  into 
H.R.  1,  and  I  think  it  could  be  helpful.  What  we  are  trying  to  do  is  not 
make  life  more  complicated,  but  make  it  less  complicated  for  you. 

Dr.  Kraemer.  Of  course,  true  simplification  of  the  matter  is  to  get 
adequate  income  into  the  patients'  hands  and  you  will  find  they  wdll 
buy  their  medical  care  very  judiciously. 

Senator  Pell.  Thank  you,  the  panel,  very  much. 

Mr.  TiERNEY.  Senator,  are  the  senior  citizens  going  to  be  heard  ?  We 
are  put  down  at  the  end.  I'd  like  to  have  a  chance  to  be  heard. 

Senator  Pell.  Mr.  Tierney,  you  will  be  heard.  If  you  wait  your  turn 
like  everybody  else,  you  will  be  heard.  We  have  a  series  of  panels  and 
the  programs  are  in  your  hands,  I  believe.  So  you  will  have  an  oppor- 
tunity to  be  heard.  OK?  Or  do  you  want  to  jump  in  ahead  out  of 
turn  i 

Mr.  Tierney.  I  don't  know  if  anybody  can  hear.  They  are  going  out 
very  fast. 

Senator  Pell.  I  think  we  are  all  getting  hmigry,  but  we  have  a  set 
schedule  and  witnesses  are  doing  the  best  they  can.  We  have  certain 
questions  that  will  be  asked.  Mr.  Tierney,  be  patient  just  as  the  audi- 
ence and  the  panels  are.  I  thank  this  panel  very  much  indeed  for  being 
with  us  and  am  most  appreciative. 

The  next  panel  is  on  fiscal  intermediaries,  and  consists  of  Mr.  Arthur 
F.  Hanley,  chief  executive  officer  of  Rhode  Island  Blue  Cross  and 
Blue  Shield;  Dr.  Alex  M.  Burgess,  Jr.,  chief  of  the  Division  of  Plan- 
ning and  Standards  of  the  Rhode  Island  Department  of  Health :  and 
Dr.  P.  Joseph  Pesare,  medical  care  program  director,  Rhode  Island 
Medical  Assistance  program. 

I  apologize  if  the  hearing  seems  too  long,  but  there  is  a  great  deal  of 
material  that  has  to  be  gone  over.  We  had  another  hearing  in  Woon- 
socket,  went  over  the  ground  there,  and  there  is  just  a  great  deal  of 
vital  information  that  is  being  presented  here,  and  every  witness  will 
have  his  turn. 

Now,  the  type  of  health  services  that  can  be  provided  our  senior 
citizens  depends  to  a  great  extent  on  who  pays  their  bill.  Under  the 
Medicare  and  Medicaid  program,  the  taxpayer's  dollar  doesn't  directly 
go  from  the  Federal  treasur}^  to  the  provider  of  the  health  services. 
The  money  goes  to  a  middleman  called  the  fiscal  intermediary.  For  the 
Medicare  program  the  chief  intermediary  in  Rhode  Island  is  Blue 
Cross-Blue  Shield.  And  for  the  Medicaid  program,  the  chief  inter- 
mediary is  the  State  government. 

This  panel  will  discuss  the  views  of  the  intermediaries  on  Medicare 
and  Medicaid.  Our  first  witness  is  Mr.  Arthur  Hanley,  chief  executive 
officer  of  Rhode  Island  Blue  Cross  and  Blue  Shield,  whose  head- 


64-350 — 72— pt.  3  4 


272 


quarters  are  right  near  this  building  and  who  does  an  excellent  job 
and  provides  a  great  deal  of  service  for  the  State  of  Khode  Island.  Mr. 
Hanley. 

Mr.  Hanley.  Thank  you  very  much,  Senator  Pell.  I  am  well  aware 
that  time  is  very  important,  I  should  just  

Senator  Pell.  I  don't  want  to  hurry  you ;  it  is  the  audience  who  seem 
to  be  hurrying  me.  I  want  to  get  the  material  from  you. 

Mr.  Hanley.  I  will  try  to  cooperate  both  ways,  Senator,  first  of  all 
by  mentioning  that  we  have  left  with  your  staS.  a  prepared  testimony 
which  we  have  spent  some  time  on  because  we  appreciate  its  impor- 
tance. 

Senator  Pell.  It  will  be  printed  in  full  in  the  record.* 

STATEMENT  OF  AETHUR  F.  HANLEY,  CHIEF  EXECUTIVE  OFFICER, 
RHODE  ISLAND  BLUE  CROSS  AND  BLUE  SHIELD 

Mr.  Hanley.  Thank  you,  sir.  So  all  I  shall  attempt  to  do  is  perhaps 
summarize  and  hit  some  of  the  things  we  consider  important  in  our 
role  as  both  intermediary  in  part  A  under  contract  with  the  Federal 
Government,  and  as  carrier  part  B  under  contract  with  the  Federal 
Government.  There  is  obviously  so  much  that  can  be  said,  and  we  have 
embraced  the  essence  of  it  in  our  prepared  paper. 

I  think  perhaps  the  thing  that  has  come  through  to  me  and  my  staff 
in  administering  these  two  programs  for  the  Federal  Government  in 
the  past  5  years  has  been  misunderstanding  on  the  part  of  both  the 
beneficiary  and  the  provider.  Nov/,  this  does  not  get  into  benefits,  does 
not  get  into  financing  both  of  which,  of  course,  are  of  extreme  impor- 
tance. But  Avhen  the  Congress  passed  the  Medicare  law  over  5  years 
ago,  we  didn't  know,  that  a  great  number  of  people  who  are  over  age 
65  really  sincerely  felt  that  the  provision  of  their  health  care  needs 
was  not  fully  met  by  this  wonderful  piece  of  legislation. 

Unfortunately,  this  is  not  so,  and  Congress  has  so  many  things  to 
contend  with  in  its  individual  problems,  not  the  least  of  which  is 
financing,  and  all  financing,  as  you  know,  must  come  essentially  and 
ultimately  from  the  taxpayer.  So  that  certain  controls,  if  you  will,  to 
control  the  expenditures  of  the  program  were  instituted.  They  have 
already  been  mentioned  here  directly  and  indirectly  by  several  of  the 
preceeding  members  of  the  various  panels :  deductilbles  is  one. 

Deductibles 

Deductible  is  a  phrase  that  I  imagine  many  of  our  people  over  age 
65  possibly  never  even  heard  about  until  Medicare,  although  it  is  a 
common  phrase  in  the  insurance  and  prepayment  industry.  There  are 
deductibles  on  part  A.  Unfortunately,  the  way  the  law  necessarily  had 
to  be  structured,  the  deductibles  have  been  increased  several  times  since 
1966.  So  that  now  that  part  A  deductible,  which  used  to  be  $30  or  $40 
a  day,  is  now  $60  a  day.  And  the  co-pay,  which  started  with  the  6()th 
day  of  care,  a  beneficiary  had  to  pay  a?-amount  of  dollars  for  days 
spent  in  the  hospital  after  that  time,  that  is  just  part  A. 

Under  part  B,  which  is  normally  doctors'  and  professional  and 
allied  type  services,  there  was  a  deductible  and  still  is  of  $50  a  day, 
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and  then  a  co-payment,  that  is  the  Federal  Government  under  the 
program  would  pay  80  percent  of  reasonable  and  customary  charges, 
leaving  20  percent  to  be  paid  by  the  beneficiary. 

I  would  like  to  make  reference  to  the  House  of  Eepresentatives  Bill 
No.  1  which  has  been  passed  in  the  House  and  is  now  before  the  Senate 
and  will  be  reviewed  when  the  timetable  permits.  There  are  several 
provisions  in  that  bill  which  we  endorse  and  endorse  heartily.  There 
are  others  that  we  have  certain  reservations  about.  I  am  making  no 
attempt  during  these  proceedings  to  tie  in  the  part  Blue  Cross  and 
Blue  Shield  has  played  over  these  past  5  years  in  attempting  to  fill 
these  gaps  and  voids  necessarily  structured  in  the  basic  Medicare 
law. 

As  we  have  seen  it,  however,  it  has  been  our  job.  People  look  to  us 
as  the  leaders  in  the  prepayment  of  health  care  needs,  so  that  we  look 
upon  it  as  just  something  that  had  to  be  done.  Whenever  you  want 
to  take  an  assignment  of  this  type,  naturally  again  through  lack  of 
communications,  inability  to  talk  directly  to  everyone,  certain  mis- 
understandings to  do  arise  and,  of  course,  we  have  been  criticized  for 
the  fact  that  the  rate  had  to  go  up,  which  it  did,  after  5  years,  last  year. 

But  I  am  only  making  this  one  plea  to  you  ladies  and  gentlemen, 
the  only  reason  the  rates  went  up  is  because  under  the  law  as  struc- 
tured the  deductibles  and  copayments  have  to  go  up  or  increased  to 
you  as  individual  beneficiaries,  and  our  two  boards  of  directors  did 
not  think  it  was  the  thing  to  do  to  say  let  them  pay  it.  We  structured 
the  program  to  help  fill  those  gaps  and  voids  and  we  continue,  w^e 
intend  to  continue  to  do  so. 

Now,  again  it  is  awful  easy  to  be  facetious  at  times.  As  a  staff  with 
now  over  5  years'  experience  running  these  two  Federal  programs  for 
the  Government,  \ve  think  Medicare  has  done  a  wonderful  job  in 
Khode  Island  for  people  over  age  65.  We  have  set  up  a  subscriber 
service  section  which  will  entirely  take  care  and  answer  the  questions, 
specifics,  whether  they  pertain  to  their  eligibility  or  the  particular 
claim,  and  that  is  our  job  and  we  accept  it  as  such. 

There  are  some  things,  however,  that  perhaps  will  cast  it  in  this 
light.  I  have  one  reference  here,  without  reading,  if  I  can  just  put  my 
finger  on  it.  Again  this  may  sound  a  little  bit  wise,  and  I  sincerely 
ho-pQ  you  will  believe  me  when  1  say  it  is  not  intended  that  way.  The 
Medicare  law,  as  it  was  printed  by  the  U.S.  Printing  Office,  was  138 
pages  long  and  weighed  6  ounces.  Now,  since  that  time,  the  Depart- 
ment of  Health,  Education,  and  Welfare,  and  in  turn,  the  Social  Se- 
curity Administration,  obviously  have  had  to  administer  this  law, 
interpret  it,  issue  guidelines  and  things  of  that  nature,  that  Miss  Whit- 
comb  and  one  or  two  of  the  gentlemen  who  preceded  me  made  refer- 
ence to. 

IMusT  Explain  Regulations  to  Beneficiaries 

Since  that  time  the  regulations  and  instructions  to  carriers,  interme- 
diaries, and  providers  pertinent  to  the  administration  of  that  law  now 
embraces  some  37  volumes  with  more  than  8,000  pages  weighing  nearly 
46  pounds.  There  have  been  almost  800  revisions  and  clarifications 
of  the  regulations.  Here  again  we  are  not  saying  that  this  is  unneces- 
sary. I  merely  point  it  out  to  show  you  that  we  as  intermediary  car- 
rier have  to  take  our  instructions  and  strictly  conform  to  all  regula- 
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tions,  guidelines,  audits,  performance  revie^YS  of  every  description, 
Avhicli  in  turn  is  to  protect  the  public  interest  and.  obviously,  the  tax- 
payer's dollar.  We  welcome  it,  that  is  part  of  the  job,  we  sought  it  and 
we  intend  to  continue  to  do  it. 

But  it  does  point  out  some  of  our  difficulties,  because  all  of  this  in- 
formation has  to  the  best  of  our  ability  in  tuni  have  to  be  interpreted, 
explained  to  all  of  the  people  who  are  beneficiaries.  And  our  job  is  to 
do  that  as  effectively  as  we  can,  as  efficientl}^  as  we  can,  and  at  all 
times  as  courteously  as  vre  can. 

I'd  like  to  turn.  Senator,  directly  to  some  of  our  comments  pertain- 
ing to  PI.E.  1  now  before  the  House  

Senator  Pell.  Excuse  me  for  interrupting,,  but  there  is  a  time  ele- 
ment here. 

Mr.  Haxley.  Yes,  sir,  I  am  just  going  to  refer  to  the  conclusion  on 
PI.R.  1.  One  is  we  strongly  advocate  that  all  deductibles  be  eliminated, 
but  a  copayment  across  the  board  for  both  programs  be  initiated.  We 
VA'ould  recommend  that  part  A  and  part  B  be  combined  into  one  more 
easily  explained  mechanism.  We  would  suggest  that  not  only  combin- 
ing part  A  and  part  B,  but  tliis  would  involve  the  financing  also,  be- 
cause as  we  know,  part  A  is  entirely  the  Government's  responsibility, 
whereas  part  B  is  one-half,  50  percent  paid  by  those  who  subscribe  to 
it,  Avith  the  Government  pertaining  to  the  other  half. 

ENVIRONMENT — A  Health  Factoe 

We  would  strongly  recommend  the  inclusion  of  a  disabled  clause, 
provided  there  is  clear  evidence  they  have  been  disabled  for  a  stated 
period  of  time.  We  strongly  endorse  the  inclusion  which  is  being  con- 
sidered in  the  bill  of  prescription  drugs  and  other  pharmaceuticals, 
and  perhaps  last,  we  would  strongly  consider,  we  Imow  that  this  is 
almost  an  impossible  problem  for  the  Congress  to  wrestle  with,  but 
we  would  strongly  recommend  they  consider  the  social  and  environ- 
cental  contributing  factors  to  health  care  rather  than  just  benefits  and 
the  financing  of  them,  because  these  are  the  im.portant  things. 

If  a  person  comes  from  an  environment  which  is  conducive  to  illness 
and  goes  and  receives  some  type  of  care,  and  then  has  to  return  to 
the  same  environment  to  either  prolong  or  have  again  inflicted  upon 
him  the  same  condition,  is  just  ring  around  the  rosy. 

So  thank  you.  Senator  Pell,  we  are  delighted  to  have  been  here. 

Senator  Pell.  Thank  you  very  much.  Your  full  statement  will  be 
printed  in  the  record. 

STATEMENT  OF  DH.  ALEX  M.  BURGESS,  JR.,  CHIEF,  DIVISION  OF 
PLANNING  AND  STANDARDS,  RHODE  ISLAND  DEPARTMENT  OF 
HEALTH 

Dr.  Burgess.  Thank  you.  Senator  Pell.  In  the  interest  of  brevity, 
since  nearly  everyone  has  voiced  points  that  I  might  have  made,  more 
ably  than  I  could  have.  I  think  I  will  restrict  myself  to  perhaps  one 
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single  central  point,  which  is  illustrated  rather  well  by  the  fact  that 
I  am  sitting  here  billed  as  a  fiscal  intermediary  with  these  two  gentle- 
men, who  are,  in  fact,  such.  In  those  terms  I  am  a  fraud. 

The  State  Department  of  Health  serves,  on  the  one  hand,  as  a  quali- 
tative conscience,  and  enforces  several  kinds  of  standards.  We  dislike 
the  word  "enforces".  We  think  it  is  a  little  too  much  like  Colonel  Mc- 
Queeney's  police  function.  On  the  other  hand,  we  visualize  our  role  as 
one  of  a  developmental  consultant  in  the  system,  a  group  which  tries 
to  tie  the  whole  show  together  somehow.  You  have  all  heard  that 
pouring  money  into  this  system  will  not  do  any  good,  unless  the  sys- 
tem itself  is  modified  and  made  rational. 

Medical  Care  for  Everyone 

We  then  are  enforcing  some  overall  Federal  regulations  that  are 
devised  to  work  anywhere,  and  thus,  fail  to  work  perfectly  anywhere. 
We  find  ourselves  in  conflicting  roles  when  we  try  to  help  the  provider 
achieve  high  quality  care  while  enforcing  standards.  What  we'd  like 
to  see,  not  only  for  the  elderly,  but  for  all  people,  is  a  flow-through 
system  starting  with  people  at  home  and  on  their  feet,  people  in  vari- 
ous levels  of  dependent  housing,  people  requiring  different  levels  of 
nursing  and  other  services,  such  as  acute  hospital  care,  postacute  ex- 
tended care,  long-term  care — the  whole  business.  We'd  like  to  see  this 
tied  together  in  a  working  system  wherein  any  person  can  be  located 
in  the  one  place  which  best  suits  his  needs  and  at  the  appropriate  level 
of  cost.  This  then  is  a  statement  of  our  aim  as  a  planning  agency.  It 
sometimes  gets  lost  a  bit  in  our  day-to-day  pressures  to  meet  our  re- 
sponsibilities to  the  Federal  programs  and  we  sometimes  chafe  under 
this  situation. 

I  think  we  must  work  out  these  matters,  because  nothing  is  clearer 
than  the  fact  that  the  system  will  become  more  nationalized  as  time  goes 
on. 

I  don't  think  anyone  still  doubts  this.  However,  there  is  no  precedent 
in  this  country,  as  far  as  I  know,  of  this  occurring  except  by  develop- 
ment of  what  we  already  have.  Medicare  and  Medicaid  are  at  times 
frightening  precedents.  I  think,  for  the  future  form  of  our  one  system 
when  we  get  it.  So  I  think  the  faults  of  Medicare  are  an  extremely 
important  issue,  and  you  have  heard  several  comments  on  that  today. 

Certainly  this  matter  of  the  feeling  of  dissatisfaction  on  the  part  of 
the  beneficiaries,  has  resulted  largely  from  an  inferior  education  at  the 
beginning  which  made  it  purport  to  be  many  things  it  wasn't. 

But  there  are  a  few  other  problems  like  the  fact  Gus  Buonaiuto  men- 
tioned, that  standards  produce  costs,  yet  we  have  to  find  some  way  to 
be  sure  that  we  have  the  quality  we  want. 

The  final  point  I  should  like  to  make  is  the  narrowness  of  the  Fed- 
eral regulations  as  they  get  down  to  the  individual  State.  I'd  like  to 
think  the  model  of  the  Hill-Burton  legislation,  which  is  now  a  quarter 
of  a  century  old,  gives  a  clue  as  to  what  might  be  done.  In  this  instance 
the  States  produce  an  annual  plan  with  the  approval  of  the  Federal 
agency,  but  in  it  are  those  features  and  characteristics  which  minister 
to  their  own  individual  State  needs.  I  hope  that  as  plans  develop  (and 
this  will  be  largely  a  matter  of  the  regulations  rather  than  the  law) 
that  they  take  this  pattern  into  account. 
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I  think  on  that  point,  Senator  Pell,  I  will  rest  my  case  and  thank  you^ 
very  much.  [Applause.] 

Senator  Pell.  Thank  you  very  much.  Dr.  Burgess  is  the  chief  of 
the  Division  of  Planning  and  Standards  of  the  Rhode  I^and  Depart- 
ment of  Health,  and  also  associate  professor  of  preventive  medicine  at 
Brown,  which  I  neglected  to  mention.  Actually,  on  Wednesday  we 
hope  we  will  be  holding  a  House- Senate  conference  trying  to  get  the 
acceptance  of  the  House  conferees  for  an  amendment  to  aid  the  estab- 
lishment of  a  medical  school  at  Brown  University. 

The  final  witness  on  this  panel  is  Dr.  P.  Joseph  Pesare,  Medical  Care- 
program  director,  Rhode  Island  medical  assistance  program,  and  he's 
been  that  for  many  years,  in  fact  since  1952.  He  has  strongly  ad- 
vanced the  view  that  Rhode  Island  must  be  a  leader  in  providing 
medical  services  for  the  poor. 

STATEMENT  OF  DR.  P.  JOSEPH  PESARE,*  MEDICAL  CARE  PROGRAM 
DIRECTOR,  RHODE  ISLAND  MEDICAL  ASSISTANCE  PROGRAM 

Dr.  Pesake.  Thank  you.  Senator  Pell.  First  of  all,  I  want  to  take 
this  opportunity  to  express  my  gratitude  to  you — the  "so-called"  el- 
derly citizens  of  Rhode  Island.  I  think  you  have  effectively  proven  a 
point  which  I  made  back  in  the  year  1965 ;  namely,  that  our  elderly 
citizens  do  have  dignity  which  we  must  strive  to  preserve  at  all  costs. 

This  point  was  made  at  a  meeting  of  State  senators  when  they  were 
discussing  the  future  course  which  Rhode  Island  should  be  taking 
with  reference  to  our  Kerr-Mills  program — also  known  as  the  MAA 
program —  at  a  time  when  we  were  contemplating  the  development  of 
a  new  State  medical  assistance  program  under  the  provisions  of 
title  XIX. 

Elderly  Citizens  Have  Dignity 

I  can  vividly  recall  taking  the  position  that  our  elderly  citizens  da 
have  dignity;  they  would  rather  belong  to  a  medical  care  program 
to  which  they  had  made  financial  contributions ;  they  would  not  prefer 
to  be  totally  dependent  upon  a  State  medical  care  program.  I  strongly 
opposed  doing  anything  which  would  destroy  that  element  of  dignity 
which  I  saw  in  our  elderly  citizens. 

It  is  interesting  to  note  that  one  of  the  senators  who  was  taking^ 
the  opposite  position  was  taken  to  task  by  an  elderly  lady  who  emphati- 
cally stated  that  the  elderly  would  not  want  to  be  brought  under  the 
umbrella  of  a  State  program  rather  than  belong  to  a  medical  care 
program  to  which  they  had  made  contributions  and  were,  therefore, 
eligible  for  medical  benefits. 

In  preparing  for  this  meeting  I  gathered  some  rather  significant 
and  interesting  statistics : 

1.  In  the  year  1970,  there  were  103,932  persons  65  yeRvs  of  age  and 
over  residing  in  the  State  of  Rhode  Island. 

2.  Of  this  total,  102,130  or  98.3  percent  were  entitled  to  benefits  un- 
der the  provisions  of  title  XYIII  ( A ) . 

3.  95.4  percent  were  entitled  to  benefits  under  part  B  of  title  XVIII. 

4.  It  should  be  noted  that  these  99,170  persons  are  voluntarily  pay- 
ing premiums  at  the  rate  of  $5.60  per  month  in  order  to  qualify  for 
supplementary  medical  insurance  benefits. 


♦See  appendix  1,  p.  322. 
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5.  63,070  persons  or  60.7  percent  of  the  total  population  65  years  of 
ag-e  and  over  have  bought  into  Blue  Cross  65  at  an  annual  cost  of 
$85.80. 

This  particular  figure  represents  a  truly  remarkable  phenomenon. 
This,  in  itself,  is  a  strong  substantiation  of  the  position  taken  by  me 
during  the  year  1965. 

6.  In  the  year  1970,  there  were  24,328  persons  65  years  of  age  and 
over  who  were  eligible  for  our  Rhode  Island  medical  assistance  pro- 
gram. 

7.  Of  this  total  number  of  24,328  persons,  94  percent  voluntarily 
bought  into  part  B  of  title  XVIII  in  order  to  qualify  for  supplemen- 
tary medical  insurance  coverage.  In  other  words,  94  percent  of  our 
24,328  eligible  recipients  65  years  of  age  and  over  are  voluntarily 
paying  $5.60  per  month  for  premiums  for  part  B  of  Federal  Medicare. 

I  say  to  you  that  these  persons  have  no  compelling  reason  to  buy 
into  part  B  of  Federal  Medicare  except  for  the  fact  that  they  do  want 
to  maintain  that  dignity  of  which  I  speak. 

Rhode  Island  has  had  a  comprehensive  Public  Assistance  Medical 
Care  program  since  1952.  In  the  year  1952,  Rhode  Island  was  classi- 
fied as  one  of  five  States  providing  a  comprehensive  medical  care- 
program  for  its  public  assistance  caseload. 

When  I  was  asked  to  assume  the  position  of  Medical  Director  of  the 
Public  Assistance  Medical  Care  program,  I  envisioned  the  scope  of  the 
program  to  be  developed  to  include  all  those  essential  medical  services 
which  I  would  want  for  my  own  parents  or  members  of  my  own  fam- 
ily— regardless  of  ability  to  pay. 

If  you  were  to  review  the  scope  of  medical  services  of  the  Rhode 
Island  Public  Assistance  Medical  Care  program  in  1952  and  compare 
them  to  the  scope  of  services  within  our  State  Medicaid  program,  in 
1971,  you  would  find  very  little  difference.  The  essential  medical  serv- 

MoNEY  Spent  Through  State  Medical  Assistance  Program 

It  is  true  that  we  have  been  spending  quite  a  bit  of  money  in  the  de- 
livery of  medical  services  through  our  State  Medical  Assistance  pro- 
gram. In  the  fiscal  vear  1962-63,  Rhode  Island  spent  a  total  of  ap- 
proximately $5,500,000.  Of  this  total,  approximately  $2,500,000  was 
spent  for  nursing,  convalescent  and  rest  home  care  and  the  balance  of 
$3  million  was  spent  for  all  other  medical  services  and  supplies. 

During  this  fiscal  year  1971-72,  the  Rhode  Island  Medical  Assist- 
ance program  will  be  expending  approximately  $49  million  to  deliver 
comprehensive  medical  care  to  a  total  of  approximately  94,000  persons. 

The  following  is  a  point  which  I  would  like  to  clarify  at  this  time ; 
78  percent  of  these  total  expenditures  of  $49  million  will  go  for  the 
payment  of  four  categories  of  medical  services ;  namely : 

1.  Inpatient  hospital  services. 

2.  Hospital  outpatient  services — the  clinics  that  were  referred  tO' 
earlier  in  this  program. 

3.  Public  hospitals. 

4.  Skilled  nursing  homes. 

Consider  the  fact  that  these  four  categories  of  medical  services  will 
account  for  a  total  expenditure  of  approximately  78  percent  of  our 
total  Medicaid  budget  for  the  fiscal  year  1971-72. 


278 


I  cite  these  statistics  since  there  are  many  rabid  critics  of  Medicaid 
in  Rhode  Island  and  throughout  the  country  who  maintain  that  the 
program  is  a  very  expensive  one ;  that  the  administrators  of  the  pro- 
gram squander  State  and  Federal  money;  that  we  are  in  a  chaotic 
state  and  know  not  what  we  do. 

I  take  exception  to  this  unwarranted  criticism.  In  Rhode  Island,  we 
can  account  for  every  dollar  that  is  being  spent  for  the  Medicaid 
program,  the  channels  into  which  these  funds  are  going  and  the 
reasons  for  why  they  are  being  spent.  I  would  ask  you  to  reflect  upon 
the  fact  that  only  22-  percent  of  our  budget  goes  for  all  the  other 
services  included  within  the  comprehensive  scope  of  our  Medical  As- 
sistance program;  namely,  physicians'  services,  pharmacy  services, 
dental  services,  podiatry  services,  optometric  services,  and  so  forth. 

Some  Propose  the  Abolition  of  Medicare 

There  are  those  who  maintain  that  the  State  Medicaid  programs  are 
so  poorly  organized  and  administered  that  they  should  be  abolished. 
The  same  criticism  has  been  leveled  at  Federal  Medicare.  There  are 
those  who  maintain  that  a  new  system  should  be  developed.  I  am  not 
so  sure  that  I  concur  with  those  who  propose  the  development  of  a  new 
system  of  national  health  services. 

I  am  reminded  of  a  statement  made  by  Senator  Abraham  Ribicoff 
immediately  after  the  enactment  of  Federal  Medicare  or  Public  Law 
89-97.  His  statement  was  essentially  as  follows :  We  have  obtained  so 
much  health  legislation  out  of  the  last  session  of  Congress  that  I  am 
afraid  we  are  going  to  be  getting  a  case  of  indigestion. 

In  other  words  here  was  indication  that  we  would  not  be  able  to 
implement  all  of  the  programs  for  which  provisions  had  been  made 
through  the  newly  enacted  Federal  legislation  or  Public  Law  89-97. 

In  the  fall  of  1965,  immediately  after  the  enactment  of  Federal 
Medicare,  I  heard  the  late — not  the  late  for  he  is  still  very  much  alive — 
former  Secretary  of  HEW,  Wilbur  Cohen,  speak  at  a  meeting  of  State 
program  administrators  in  Washington,  D.C. 

Senator  Pell.  You  are  right,  from  the  viewpoint  of  being  effective, 
he  is  late,  but  his  brain  is  alive  and  with  us. 

Dr.  Pesare.  At  that  time  he  took  pride  in  the  fact  that  we  had 
gathered  from  the  most  recent  session  of  Congress  much  more  thay 
any  of  us  had  ever  dreamed  possible.  This  observation  underlies  my 
conviction  that  the  mechanism  or  instrument  required  for  the  delivery 
of  comprehensive  medical  services  for  all  of  our  elderly  citizens  has 
been  with  us  since  1965. 

I  will  get  off  this  subject  by  simply  stating  that  I  do  not  concur 
with  those  who  maintain  that  what  we  need  is  a  complete  restructuring 
of  the  method  of  delivering  health  services  in  America.  I  maintain 
that  what  is  required  is  to  use  more  effectively  the  statutory  mecha- 
nisms which  we  already  have  available  to  us. 

I  should  like  to  briefly  discuss  some  of  the  inadequacies  in  the  ma- 
chinery presently  available  for  the  delivery  of  comprehensive  health 
services  to  the  elderly. 

First  of  all,  I  should  like  to  raise  this  question  of  the  drastic  in- 
ci-eases  in  premiums  which  must  be  paid  in  order  to  buy  into  plan  B 
or  SMI  of  title  XVIII.  I  feel  very  strongly  with  you  that  a  very  seri- 
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ous  hoax  has  been  perpetrated  upon  the  elderly  citizens  of  our  Nation. 
These  premiums  were  originally  $3  per  month.  They  have  gone  up 
steadily  up  to  the  present  premium  of  $5.60  per  month. 

Eliminate  Increases  in  Monthly  Premiums 

If  the  Federal  Government  is  sincere  in  its  desire  to  help  the  elderly 
citizens,  then  I  say  let  them  eliminate  these  increases  in  monthly 
premiums.  Let  them  find  additional  funds  from  the  General  Treasury 
or  through  some  other  method  of  financing,  instead  of  increasing  the 
premiums  which  are  already  creating  hardships  for  our  elderly 
citizens. 

With  reference  to  the  deductible  for  hospital  charges,  you  will  recall 
that  it  started  as  a  $40  deductible ;  now  it  is  up  to  $60 ;  and  there  is  in- 
dication that  it  will  continue  to  rise.  The  Rhode  Island  Medicaid  pro- 
gram does  pick  up  the  deductible  for  its  eligible  recipients.  I  am  con- 
cerned about  those  who  are  not  covered  by  Medicaid.  Once  again,  I  am 
of  the  opinion  that  the  Federal  Government  could  employ  a  more 
simple  maneuver  which  would  permit  the  utilization  of  already  exist- 
ent machinery  more  effectively. 

In  the  beginning  of  Medicare,  the  coinsurance  to  be  paid  by  the  pa- 
tient after  the  first  60  days  of  hospitalization  was  $10  per  day ;  this  has 
now  increased  to  $15  per  day.  We  don't  need  new  and  more  expansive 
health  insurance  programs.  We  do  not  need  new  and  larger  bureaucra- 
cies. We  do  need  the  more  effective  utilization  of  the  medical  care 
prograriis  presently  available  to  our  elderly  citizens. 

We  are  confronted  with  a  veiy  serious  problem  in  the  area  of  pay- 
ments by  IMedicare  for  visiting  nursing  and  home  health  services.  It 
has  become  increasingly  difficult  to  obtain  any  reasonable  assurance 
that  Medicare  will  assume  responsibility  for  the  payment  of  these 
services  as  provided  within  the  provisions  of  Public  Law  89-97.  I  do 
not  blame  the  fiscal  intermediaries;  I  know  that  they  are  following 
their  instructions  as  outlined  by  the  Social  Security  Agency.  However, 
I  do  blame  the  Social  Security  Agency  and  those  Federal  authorities 
who  permit  the  Medicare  program  to  be  administered  in  this  fashion. 
It  appears  that  they  have  lost  sight  of  the  intent  for  which  Medicare 
was  enacted  by  Congress.  I  am  sure  that  you  will  agree  that  visiting 
nursing  services  are  essential  in  order  to  keep  people  out  of  expensive 
hospital  and  extended  care  facilities  and  when  these  latter  facilities 
are  no  longer  required — to  get  the  patient  home  as  quickl}^  as  possible. 

Since  1969,  the  Social  Security  Agency  through  its  fiscal  interme- 
diaries, has  indeed  changed  the  rules  as  they  apply  to  home  health 
services.  Within  the  last  2  years  Medicare  has  rejected  an  unreason- 
ably large  number  of  bills  for  visiting  nursing  services.  The  visiting 
nursing  agencies  have  been  passing  these  bills  on  to  Medicaid  for  pay- 
ment for  its  eligible  recipients.  It  doesn't  require  much  imagination 
to  appreciate  the  fact  that  this  has  added  to  the  financial  burdens  of 
Medicaid  programs.  I  consider  this  a  serious  injustice  to  State 
programs. 

Very  few  persons  succeed  in  qualifying  for  Medicare  benefits  in 
extended  care  facilities.  We  should  recall  the  fact  that  extended  care 
facilities  were  included  within  the  scope  of  the  Medicare  program  so 
that  those  who  were  no  longer  in  need  of  inpatient  hospital  services 
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would  not  tax  our  inpatient  hospital  facilities  at  rates  which  now  range 
from  $80  to  $150  per  day. 

Are  you  aware  of  the  fact  that  not  more  than  5  percent  of  approxi- 
mately 340,000  certified  extended  care  facility  beds  in  the  Nation  are 
actually  being  used  by  persons  who  are  entitled  for  benefits  under 
Medicare  and  paid  for  by  Medicare  ?  This  is  a  sad  commentary  on  the 
performance  of  Medicare  in  fulfilling  its  obligations  as  they  relate  to 
extended  care  facilities.  There  is  something  very  wrong  with  the  system 
that  allows  this  phenomenon. 

In  Rhode  Island,  not  more  than  7.5  percent  of  our  elderly  citizens 
who  are  eligible  for  benefits  under  Medicare  and  Medicaid  manage 
to  obtain  medical  care  in  extended  care  facilities  at  the  expense  of  the 
federal  program. 

So  much  for  the  problems  and  inequities  generated  by  Medicare — 
as  they  relate  to  its  beneficiaries  and  the  State  Medicaid  program. 

I  should  like  to  respond  to  one  of  the  criticisms  of  the  Rhode  Island 
Medicaid  program  as  expressed  by  one  of  the  panelists  during  the 
morning  session.  She  complained  about  the  State  requirement  of  prior 
authorization  as  a  basis  of  obtaining  certain  drugs  to  be  paid  for  by 
the  State  program. 

Liberal  Medtcak)  Pharmacy  Program 

Your  attention  is  called  to  the  fact  that  Rhode  Island  provides  for 
one  of  the  most  liberal  Medicaid  pharmacy  programs  in  the  Nation. 
We  do  not  insist  that  our  eligible  recipients  obtain  only  the  least  ex- 
pensive drugs  available  without  concern  for  quality.  I  am  sure  that 
you  are  aware  of  the  fact  that  some  States  limit  payment  for  generic 
prescription  drugs  which  are  cheaper  than  quality  brand-name  drugs. 

I  have  always  maintained  that  if  we  were  to  adopt  such  a  policy  of 
limiting  payment  to  the  less  expensive  generic  drugs  for  eligible  re- 
cipients of  Medicaid  then  we  would,  in  fact,  be  supporting  a  Dolicy  of 
de  facto  discrimination  against  our  eligible  recipients  of  Medicaid. 

With  reference  to  the  requirement  of  prior  authorization  for  certain 
druss,  it  is  a  fact  that  this  is  a  requirement.  This  requirement  is  in- 
tended to  assist  in  protecting  the  health  and  welfare  of  our  eligible 
recipients.  You  know  as  well  as  I  do — and  I  am  sure  that  Senator  Pell 
will  concur  with  me,  that  the  Food  and  Drug  Administration  is  trying 
to  do  a  good  job  in  clearing  new  drugs  before  they  are  marketed.  How- 
ever, it  is  indeed  unfortunate  that  some  drugs  do  get  on  the  market 
and  dispensed  to  people  before  they  are  proven  to  be  safe  for  human 
consumption. 

Yes,  we  do  have  a  list  of  drugs  which  require  prior  authorization — 
e'^pecially  those  druo-s  which  are  new,  in  order  to  make  sure  that  these 
drugs  are  prescribed  and  dispensed  carefully.  We  are  very  much  con- 
cerned about  the  amphetamines,  narcotics,  injectables,  et  cetera.  We 
are  concerned  about  all  new  druffs  until  they  have  been  on  the  market 
for  a  period  of  approximately  2  years,  on  the  average.  I  am  happy 
to  note  that  the  Federal  Government  is  demonstrating  real  concern 
about  the  same  problems. 

All  requests  for  prior  authorization  are  handled  on  a  priority  basis — 
usually — within  the  same  day  on  which  the  request  is  received. 

In  conclusion,  I  should  like  to  reiterate  the  following : 
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1.  I  am  not  in  favor  of  the  total  restructuring  of  the  system  of  de- 
livering health  services. 

If  we  were  to  attempt  this  total  change,  I  can  assure  you  that  another 
meeting  of  this  type  held  after  a  period  of  years  with  the  new  system 
would  find  us  in  much  more  serious  trouble  and  with  many  more  prob- 
lems than  confront  us  today. 

2.  Let  us  utilize  more  effectively  the  system  and  machinery  which 
^ve  presently  have  for  the  delivery  of  health  services  to  our  elderly 
citizens. 

3.  If  we  are  genuinely  concerned  about  the  problems  of  medical 
care  for  our  elderly  citizens,  then  let  us  make  a  serious  effort  to  elimi- 
nate the  hardships  and  inequities  which  have  been  created  by  the  ad- 
ministration of  the  Medicare  program. 

I  note  that  Senator  Pell  has  proposed  the  elimination  of  payment 
of  premiums  for  benefits  under  part  B  of  title  XVIII,  I  commend  you 
for  this  position. 

If  the  premium  for  part  B  is  to  continue  as  a  personal  responsibility, 
then  let  us  at  least  put  a  freeze  on  these  premiums. 

Let  us  put  a  freeze  on  the  increases  in  the  coinsurance  segment  for 
hospital  charges. 

4.  The  time  is  rapidly  approaching  when  Medicare  beneficiaries 
will  be  priced  out  of  the  market  in  terms  of  ability  to  pay  deductibles, 
coinsurance  and  the  premiums  for  SMI. 

5.  I  continue  to  seriously  question  the  wisdom  and  the  legality  of 
the  Social  Security  Agency's  policies  pertinent  to  transferring  patients 
from  in-patient  hospital  facilities  to  Extended  Care  Facilities.  The 
fact  that  no  more  than  5  percent  of  the  certified  extended  care  facility 
beds  in  the  Nation  are  occupied  by  eligible  beneficiaries  of  Medicare 
is  lamentable  and  almost  unbelievable. 

Physicians  are  urged  and  actually  pressured  to  get  patients  out  of 
expensive  hospital  facilities — transfer  these  patients  to  their  homes 
or  less  expensive  extended  care  and  skilled  nursing  home  facilities; 
however,  the  road  from  a  hospital  to  a  certified  extended  care  facility — 
at  Medicare  expense — is  almost  completely  obstructed. 

I  have  no  doubt  that  many  patients  are  going  without  skilled  care 
of  the  type  provided  by  an  extended  care  facility ;  in  addition,  I  am 
confident  that  many  thousands  of  patients  are  being  kept  in  expensive 
hospital  facilities  longer  than  necessary ;  that  an  even  larger  number 
of  patients  are  being  readmitted  to  hospitals  many  times  in  the  course 
of  each  year  because  of  a  lack  of  appropriate  posthospitalization  care 
during  convalescence  from  a  serious  illness. 

6. 1  would  make  the  same  plea  in  behalf  of  visiting  nursing  agencies 
in  the  provision  of  home  health  services.  I  refuse  to  accept  the  need 
and  validity  of  the  subjective  judgments  that  are  made  by  the  admin- 
istrators of  Medicare  as  they  relate  to  the  types  of  services  and  types 
of  cases  for  which  they  will  accept  responsibility  for  payment. 

Policies  Detrimental  to  Elderly 

The  policies  of  the  Social  Security  Agency  as  they  relate  to  extended 
care  facilities  and  visiting  nursing  services  are  unquestionably  serv- 
ing to  destroy  a  system  of  delivering  medical  services  to  the  elderly. 
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These  policies  are  imposing  insurmountable  barriers  to  the  avail- 
ability of  essential  health  services  and  are  also  serving  to  compound 
the  medical  problems  of  the  elderly.  These  policies  do  not  reflect  the 
intent  of  Public  Law  89-97  as  most  of  us  have  interpreted  the  purpose 
and  intent  of  this  act  of  Congress.  These  policies  have  also  generated 
an  adverse  impact  on  the  smooth  operation  of  State  ^ledicaid  pro- 
grams. The  State  programs  have  been  compelled  to  assume  certain 
responsibilities  which  Medicaid  planners  had  considered  to  be  the  basic 
responsibilities  of  the  Medicare  program. 

Thank  you. 

Senator  Pell.  Thank  you  very  much.  I  thank  you  for  your  specific 
and  written  statement.  I  would  also  add  that  Mr.  Hanley  has  a  great 
ambassador  in  Washington  in  George  Kelley,  who  is  the  representa- 
tive of  the  Blue  Cross-Blue  Shield  and  who  is  so  well  grounded  in 
health  problems.  In  his  service  for  Congressman  Fogarty,  he  contrib- 
uted hugely  to  the  cause  of  bettering  health  conditions  for  all  our  citi- 
zens and  was  particularly  concerned  with  all  our  older  citizens. 

I  thank  this  panel  very  much  for  being  with  us  today.  And  now  I'll 
ask  to  have  the  discussion  of  health  care  delivery  for  the  future. 
I'll  call  to  the  platform  Mr.  Ed  Brown,  secretary-treasurer  of  the 
AFL-CIO,  who  is  an  imaginative,  innovative  fellow,  and  who's  spon- 
sored a  program  which  I  think,  if  we  all  knew  about  it,  would  im- 
mediately result  in  his  having  many  more  applicants  going  to  his 
prog:ram  for  service. 

The  problem  we  face  today  is  that  on  the  fee-for-service  basis,  doc- 
tors receive  fees  when  their  patients  are  sick.  They  don't  receive  them 
when  they  are  dead,  they  don't  receive  them  when  they  are  well.  But 
fortunately,  we  hope  doctors  are  not  pushed  along  on  that  basis,  but 
are  motivated  more  by  service.  But  because  this  emphasis  is  only  on 
the  patient  being  sick,  what  Mr.  Brown  sought  to  do  with  his  group 
health  organization  is  to  try  to  bring  the  fee-for-service  idea  in  line 
with  the  future  where  the  doctor  will  be  reimbursed  for  keeping  the 
person  well. 

This  reminds  me  of  the  old  Chinese  method  where  the  doctor  is  paid 
as  long  as  the  patient  is  well,  but  then  he  takes  care  of  you  when  you  are 
sick.  I  will  turn  the  program  over  now  to  Mr.  Brown. 

STATEMENT  OE  EDWIN  BROWN,  SECRETARY-TREASUEER,  RHODE 

ISLAND  AEL-CIO 

Mr.  Brown.  Thank  you  Senator  Pell.  We  of  the  Ehode  Island 
AFL-CIO  really  appreciate  you  conducting  these  hearings  in  Provi- 
dence and  showing  your  concern  for  the  health  care  of  the  elderly. 
I  have  a  prepared  statement  and,  I  would  appreciate  it  if  the  state- 
ment was  entered  into  the  record. 

Senator  Pell.  It  will  be  included  in  full  in  the  record.* 
Mr.  Brown.  Because  of  the  shortness  of  time  and  the  concern  to  hear 
from  the  elderly  citizens,  I  will  make  my  remarks  very  brief.  I  know 
Mr.  Joseph  Tierney  has  something  of  importance  to  say  to  the  com- 
mittee and  I  will  make  my  remarks  short  so  that  Mr.  Tierney  can  have 
time  for  his  remarks.  However,  as  you  indicated,  Senator  we  in  the 
Rhode  Island  AFL-CIO  have  been  very  much  concerned  over  the 


*See  appendix  1,  p.  306. 
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delivery  of  health  care  to  all  citizens,  including  the  senior  citizens. 
We  believe  we  are  a  long  way  down  the  road  in  providing  the  ideal 
plan  for  the  health  care  of  the  future. 

On  June  1  of  this  year  the  Rhode  Island  Group  Health  Associa- 
tion started  providing  a  health  care  program  on  a  prepaid  basis.  We 
are  involved  in  not  only  collecting  the  money  and  dispensing  the 
money  for  physicians,  labs,  X-ray,  and  all  the  other  ancillary  services, 
but  we  are  providing  the  ambulatory  health  care  directly  at  the  facil- 
ity. It  is  on  a  prepaid  basis  and  I  think  if  such  a  program  was  in- 
corjDorated  in  the  Medicare  act,  the  Government  would  save  a  consid- 
erable amount  of  money  and  render  better  care.  Presently  the  physi- 
cians and  all  those  associated  with  the  health  care  industry  are  paid 
on  a  piecework  basis. 

Prepaid  Syste]m  Allows  Advaxce  Determinatiois  of  Costs 

The  Government  has  no  knowledge  of  what  the  cost  is  going  to  be. 
Under  a  prepaid  system  similar  to  the  one  that  is  being  operated  on 
the  grounds  of  Our  Lady  of  Fatima  Hospital,  by  Rhode  Island  Group 
Health  Association  the  Government  can  determine  the  costs  in  ad- 
vance. There  are  several  other  features  that  I  would  like  to  see 
amended  in  the  Social  Security  Act,  but  as  I  say,  in  the  interest  of 
saving  time  I  have  numerated  them  in  the  prepared  statement. 

Senator  Pell.  I  would  commend  Mr.  Brown,  and  I  have  w^orked 
very  closely  with  him  in  helping  with  regard  to  Federal  financing  of 
this  project,  and  I  wish  tliore  vrere  more  projects  like  it  in  the  State.  I 
think  only  his  and  a  similar  group  in  Bristol  presently  exist. 

They  need  support  because  they  are  the  wave  of  health  care  for  the 
future.  Presently,  how  many  members  have  you  ? 

JMr.  Browx.  Right  now  it  is  about  2,300,  2,400  enrollees  as  of  the  first 
of  the  month. 

Senator  Pell.  And  to  break  even  you  need  how  many  ? 

Mr.  Brown.  Oh,  to  break  even  in  the  operation  it  will  take  about 
13,000  people. 

Senator  Pell.  Is  the  monthly  fee  $44  ? 

Mr.  Browx.  $43.80  per  family. 

Senator  Pell.  It  is  open  to  all  groups,  not  just  union  groups.  It  is 
the  wave  of  the  future.  I  think  it  will  be  the  precursor  of  other  simi- 
lar group  health  units  throughout  our  State  and  the  country.  It  is  as 
imaginative  and  progressive  as  any  in  the  United  States  and  really  I 
hope  our  citizens  will  join  it  in  order  that  it  can  reach  the  breakeven 
point  quickly. 

Mr.  Browx.  We  expect  to  very  shortly.  Only  recently  Mayor  Doorley 
of  the  city  of  Providence  has  made  the  plan  available  to  city  employees 
on  a  dual-choice  basis.  We  expect  to  be  expanded  to  other  commu- 
nities and  other  areas  of  public  service. 

Senator  Pell.  As  a  politician  who's  actually  gone  through  your 
unit  in  Bristol,  I  must  say  I  am  very  impressed  with  their  method  of 
bringing  health  care  to  our  people.  I  speak  not  only  from  theoretical 
knowledge,  but  from  actually  having  seen  and  gone  through  both  of 
these  excellent  facilities.  I  thank  you  very  much,  Mr.  Brown. 

Our  next  witness  is  Mr.  Joseph  Tierney,  who  asked  earlier  why  he 
couldn't  speak  then.  I  said  his  time  would  come,  but  we  have  to  go 
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through  the  list  of  programed  witnesses,  as  you  know ;  and  Mr.  Tier- 
ney  is  president  of  the  Rhode  Island  Congress  of  Senior  Citizens.  And 
then  Mrs.  Annie  Butler  Cilione  wants  to  be  heard.  And  anybody  else 
in  the  audience  who  in  any  way  feel  they  have  been  muffled  or  has  a 
desire  to  speak,  let  him  or  her  come  forward  at  this  time,  I  won't  say 
or  forever  hold  your  peace,  but  at  least  come  forward. 

Mr.  Tierney,  you  go  ahead.  Anyone  else  who  wants  to  speak,  come  up. 

STATEMENT  OF  JOSEPH  TIERNEY,  PRESIDENT,  RHODE  ISLAND 
CONGRESS  OP  SENIOR  CITIZENS 

Mr.  Tierney.  Thank  you.  Senator  Pell.  I  want  to  apologize  publicly 
for  that  interruption. 

Senator  Pell.  Perfectly  all  right.  You  are  just  as  hungry  as  I  am. 

Mr.  Tierney.  The  reason  I  done  it,  most  of  these  older  people  are 
on  diets,  they  are  diabetics,  etc.  All  right,  that's  why  I  did  it.  They 
were  coming  over  to  me  and  asking  me  about  this.  I  didn't  mean  no 
intent  of  beligerancy  there.  No  intent.  But  they  were  leaving  so  fast, 
I  thought  I  would  try  and  I  did  it  the  wrong  way. 

Senator  Pell.  Why  don't  you  concentrate  on  the  testimony. 

Mr.  Tierney.  The  thing  is  I  don't  think  we  are  getting  a  fair  shake. 
This  morning  I  picked  up  a  juicy  piece  out  of  the  paper  where  $600 
million  is  to  be  appropriated  for  a  Communist  country.  It  is  in  the 
morning  press,  $600  million,  Senator.  That  is  a  huge  sum  of  money.  I 
believe  in  the  last  12  weeks  there  was  $800  million  went  out  of  the 
country  for  public  aid.  It  went  to  Taipei.  I  didn't  see  breadlines.  But 
we  do  have  breadlines  in  Providence,  Senator.  And  anything  I  am 
telling  you  can  be  authenticated.  I  have  no  reason  to  lie  and  I  know 
what  I  am  talking  about. 

Now,  people  here,  many,  many  people,  large  groups  with  hundreds 
and  hundreds  of  members  in  them,  have  been  bypassed  by  the  Divi- 
sion of  the  Aging,  the  candidates  for  the  representatives  to  go  to 
Washington,  D.C.  We  were  never  consulted,  we  were  never  asked, 
we  were  never  called  to  a  meeting.  So  I  don't  think  their  operation 
is  a  good  operation,  and  I  resent  what  they  are  doing.  And  I  know 
these  people,  most  of  them  personally.  Mr.  Brown  is  a  personal  friend 
of  mine  and  a  fine  gentleman ;  otherwise  I  probably  wouldn't  be  down 
here.  I  figured  if  I  did  come  down,  I'd  probably  get  ousted.  These  are 
facts. 

Senator  Pell.  I  thank  you,  and  the  point  you  raised  is  very  valid. 
We  give  lots  of  money  abroad.  At  the  same  time  we  have  very  real 
needs  at  home.  I  think  we  are  all  aware  of  that  and  I  thank  you,  Mr. 
Tierney.  Any  other  specific  points  ? 

Mr.  Tierney.  I  have  always  respected  you  and  admired  you.  I  hope 
it  stays  that  way. 

Senator  Pell.  Mrs.  Cilione. 

STATEMENT  OP  ANNIE  BUTLER  CILIONE,  PAWTUCKET,  R.I. 

Mrs.  Cilione.  I'd  like  to  ask  you,  Mr.  Pell,  if  you  could  get  some- 
body to  visit  the  nursing  homes.  The  nursing  homes,  some  of  them, 
they  are  outside  clean  and  they  are  inside  dirty,  and  our  people  are 
not  being  kept  clean.  One  of  our  members  came  into  our  club  last  week 
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and  said,  not  last  week,  a  couple  of  weeks  ago,  and  I  said,  "Where  have 
you  been?"  She  says,  "I  have  been  to  a  funeral  and  looking  after  my 
aunt."  I  says,  "Has  she  died?"  She  said,  "Yes,  she  died  with  two  black 
eyes  and  a  broken  leg  in  the  nursing  home."  How  about  that.  Senator 
Pell.  That's  in  Ehode  Island. 

I  would  ask  you  myself,  I  go  down  on  my  hands  and  knees  if  I 
could  think  you'd  do  this,  get  anybody  to  put  one  of  these  like  the  act 
puts  on,  to  get  the  old  people  for  each  town  and  nursing  home  where 
an  old  man  and  wife  spent  all  the  beautiful  years  together  and  they 
could  live  together  in  these  nursing  homes,  such  as  the  old  folks  home. 
There's  a  line  a  mile  long  at  the  old  age  home  for  people  to  get  in.  There 
are  one  or  two  nursing  homes,  we  have  a  good  one,  but  it  is  only  one  in 
Pawtucket. 

More  Nursing  Homes  Needed 

I  think,  Mr.  Pell,  I  know  you  could  because  I  have  so  much  faith  in 
you,  that  you  could  do  this  for  us  and  get  us  a  nursing  home  for  our- 
selves where  we  could  be  all  together  in  our  evening  of  life.  We  have 
had  to  be  separated  so  many  years  going  without,  going  out  working 
for  our  children  to  bring  them  up  good,  and  now  in  the  evening  of  life 
we  are  all  separated.  That's  not  fair.  I  don't  call  it  a  little  bit  fair. 
Get  us  hospital  for  ourselves,  where  a  man  and  wife  can  live  together, 
they  can  have  a  dining  room,  a  living  room  where  they  can  play  cards, 
where  the  men  can  go  out  and  do  a  little  bit  of  gardening,  the  women 
can  crochet,  and  let  our  own  people  take  our  Social  Security,  not  these 
that  are  making  so  much  money. 

And  I  would  thank  you,  I  never  got  over  thanking  you,  and  I  am 
82  vears  of  age  myself.  [Applause.] 

Senator  Pell.  I  think  your  plea  is  absolutely  justified.  During  the 
summer  recess,  I  spent  a  good  deal  of  time  going  around  the  State, 
going  through  various  nursing  homes  and  homes  for  the  elderly.  I 
think  more  homes  for  the  elderly  where  couples  can  live  together  is 
one  of  the  answers  to  the  future  and  we  need  far  more.  As  of  now  only 
5  percent  of  our  elderly  in  the  State  are  living  in  these  wonderful 
homes.  And  the  problem  is — either  there  is  just  not  enough  of  them  or 
the  Government  is  not  appropriating  enough  funds  for  it.  And  they 
must  also  meet  the  Medicaid  and  Medicare  standards. 

I  thank  you  very  much  for  your  statement. 

Mrs.  CiLiONE.  I  hope  to  see  that  in  the  paper.  I  hope  and  trust  all 
these  children  that  we  have  given  you  all  look  after  us.  I  hope  that 
they  will  for  once  look  after  you. 

Senator  Pell.  I  agree  with  you.  I  also  think  

Mrs.  CiLioNE.  And  we  get  no  doctors  at  night,  we  cannot  get  a  doc- 
tor at  night,  sir,  how  ;5,^ou  try. 

Senator  Pell.  I  think  we  have  a  rather  cruel  society  where  instead 
of  looking  after  our  older  people,  the  children  very  often  tend  to  shove 
them  away.  That's  wrong.  Now  we  come  to  our  next  witness.  Identify 
yourself,  please. 

STATEMENT  OF  AVLINO  MAGLIO,  PROVIDENCE,  R.I. 

Mr.  Maglio.  My  name  is  Avlino  Maglio,  pharmacist.  Providence, 
R.I.  Now  in  my  retirement  I  am  a  senior  aide  with  the  adult  educa- 
tion department,  a  program,  as  you  know,  sponsored  by  the  National 
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Council  of  Senior  Citizens  and  funded  by  the  U.S.  Department  of 
Labor.  Incidentally,  we  would  like  to  see  this  senior  aide  program  be 
made  permanent.  Nationally  known  for  her  work  on  aging,  Dr.  Mary 
Mulvey  is  our  director. 

Senator  Pell,  for  me  it  was  a  great  privilege  to  meet  you  only  10  days 
ago  at  the  Holiday  Inn  on  the  occasion  of  the  installation  of  officers 
of  the  Rhode  Island  Council  of  Senior  Citizens.  In  shaking  your  hand, 
Senator,  I  indeed  felt  your  sincere  friendship  and  your  compassion  for 
the  elderly.  And  my  voice  is  reaching  you  now  in  fervent  appeal  that 
you  and  your  colleagues  in  Congress  uplift  the  status  of  our  American 
seniors  from  their  position  of  squalid  poverty.  Much  you  have  done  ; 
much  more  is  to  be  done. 

Social  Security  has  to  be  increased  immediately  by  25  percent  so 
the  elderly  can  meet  the  cost  increase  of  such  basic  foods  as  eggs,  fruit, 
vegetables,  not  covered  today  by  the  price  freeze. 

Eent  increases  also  deplete  the  meager  amount  of  dollars  received 
by  Social  Security  beneficiaries.  And  our  venerable  senior  citizen  fin- 
gering his  venerable  hair  in  despair,  dejected  and  forlorn,  cries  out, 
"America  has  foresaken  me."  Foresaken  indeed  are  the  elderly  in  the 
nursing  homes  where  you  notice  the  people  using  their  working  time 
reading  magazines  or  in  a  group  chatting  about  the  latest  fashions, 
ignoring  the  calls  or  the  need  of  a  patient.  And  you  notice  this  human 
excrement  on  the  patient's  bed,  human  excrement  on  the  curtain  around 
the  bed  that  hasn't  been  washed  or  changed  for  weeks,  dirty  linen  that 
hasn't  been  removed  for  days. 

"...  I  Am  Loxelt  .  .  ." 

America  has  foresaken  the  elderly.  An  80-year-old  woman  in  a 
nursing  home  sitting  in  a  wheelchair  by  the  window  noticed  my 
presence  in  the  room.  She  turned  and  pointing  to  her  Bible  on  the 
windowsill  she  said,  "I  have  one  eye,  it  is  very  dear  to  me.  Will  you 
read  the  last  paragraph  on  the  last  page  of  my  Bible."  I  did.  Then  I 
thanked  her.  "Oh,  don't  thank  me,  I  haven't  done  anything  for  you. 
I  am  the  one  to  thank  you  because  I  am  lonely  and  through  someone 
like  you  God  spoke  and  visited  me."  She  reclined  her  head  to  one  side, 
closed  her  eyelid,  and  quietly  I  left. 

There,  right  there  is  a  great  need  in  a  nursing  home,  the  personal 
neglect,  the  personnel  neglects  this  human  need  by  being  very  im- 
personal. America  has  foresaken  the  elderly.  The  intent  of  the  Consti- 
tution of  the  United  States  was  and  is  to  promote  tranquility  on  the 
law.  There  is  no  tranquility  for  the  senior  citizen  unless  the  law  makes 
it  so.  And  I  urge  you.  Senator,  to  use  the  power  of  your  office  to  im- 
prove the  plight  of  our  senior  citizens  whenever  the  people  appear  be- 
fore Congress  in  their  behalf.  Now  is  the  time  to  inculcate  the  Ameri- 
can heart  and  mind  by  repeated  admonition  that  the  senior  citizen  will 
always  be  on  the  American  scene.  Let  his  declining  years  be  a  period 
lived  in  dignity,  in  tranquility,  and  in  health  in  this  God's  open  world 
we  call  America. 

Thank  you.  [Applause.] 

Senator  Pell.  Thank  you  for  a  very,  very  eloquent  statement  in- 
deed. The  gentleman  on  the  end,  if  he  would  identify  himself. 
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STATEMENT  OF  MAX  COHEN,  PROVIDENCE,  R.I. 

Mr.  Cohen.  I  am  Max  Cohen,  and  I  am  an  individual  connected  in 
•spirit  with  the  Rhode  Island  Senior  Citizens  Action  Group. 

Senator  Pell.  With  a  name  that  is  well  and  favorably  known.  Nice 
to  see  you  this  morning. 

Mr.  Cohen.  I  was  very  disturbed,  Senator,  last  Friday,  when  I  read 
the  Evening  Bulletin  and  saw  a  notice  about  Senator  Pell  holding  a 
hearing  about  the  elderly,  because  many  were  mentioned,  organization- 
wise  in  that  news  release,  but  the  Rhode  Island  Senior  Citizens  Action 
Group  was  not  mentioned,  and  I  assumed  that  somehow  we  were  asked 
not  to  appear  and  participate  because  we  have  demonstrated  an  aggres- 
sive spirit — 

Senator  Pell.  No,  I  must  interrupt  here.  We  will  give  you  a  copy 
of  the  press  release,  your  name  was  included  in  the  press  release  and 
jou  have  had  three  witnesses.  So  your  name  was  in  the  press  release. 

Mr.  Cohen.  I  will  apologize. 

Senator  Pell.  We  can't  instruct  the  newspaper  what  to  publish. 
Mr.  Cohen.  I  will  certainly  apologize. 
Senator  Pell.  It  was  in  the  news  press  release. 
Mr.  Cohen.  I  will  apologize,  sir,  I  misread  it. 

Senator  Pell.  No,  it  is  not  in  the  newspaper,  but  it  was  in  the  press 
release.  The  newspapers  do  not  have  to  print  what  we  put  out.  I  wish 
the  Senate  would  pass  a  law  to  that  effect. 

Mr.  Cohen.  Then  I  thank  you  very  much,  Senator,  in  telling  us  that 
you  wanted  the  Rhode  Island  Senior  Citizens  Action  Group  included. 

Senator  Pell.  They  are  included  in  the  press  release.  I  think  that 
covers  that.  Thank  you.  We  have  had  three  witnesses  from  your  group, 
hut  carry  on. 

Mr.  Cohen.  May  I  continue?  Notes  I  made  will  be  brief,  but  I 
made  them  while  1  was  sitting  here.  The  first  thing  I  want  to  say, 
Senator,  as  an  elderly  person  who  is  above  70,  I  want  to  thank  the 
Senator  and  all  the  men  who  are^  and  have  been,  in  the  Congress  of 
the  United  States,  and  all  the  Presidents  back  to  Franklin  Delano 
Roosevelt,  who  made  it  possible  for  me  and  the  elderly  out  there,  to 
live  in  some  sort  of  dignity,  so  that  we  are  able  to  hold  our  heads  up 
high  and  attend  meetings  like  this  and  express  our  points  of  view. 
And  I  say  to  the  Senator  give  our  thanks  to  Congress.  And  when  you 
:go  to  church,  say  a  little  prayer  for  those  who  have  gone. 

To  THE  Elderly,  Time  is  Precious 

Now,  above  all  things.  Senator,  I  had  this  one  thought  while  I  was 
sitting  out  there  listening  to  all  the  speeches.  I  wondered  if  they  knew 
how  old  73  years  of  age  was?  There  was  no  sense  of  urgency.  One 
thing  is  positive — ^to  the  elderly — time  is  precious.  We  haven't  got 
much  of  it.  Now,  what  you  are  going  to  do  to  help  us  in  1972  and  1973 
we  thank  you  for  it,  in  the  names  of  those  that  are  going  to  be 
around — ^but  we  might  not  be.  I  ask  in  the  name  of  those  that  are  73, 
74,  75,  time  is  of  the  essence,  help  us  this  year  on  some  of  the  things  I 
mentioned.  Please  try  to  do  it. 

So  I  will  come  to  thank  you  for  suggesting  increases  in  Social  Secu- 
rity, whatever  year.  And  particularly  I  want  to  thank  you,  Senator,  for 


64-350— 72— pt.  3  5 


288 


raising  your  sights  to  putting  $2,700  (instead  of  $1,600),  above  what 
they  get  for  Social  Security.  The  average  monthly  Social  Security 
check  last  year,  was  $99,  so  it  is  probably  $115  now,  so  they  won't 
have  too  much  money  with  the  additional  earnings.  But  that's  fine, 
we  thank  you  for  it. 

The  people,  on  Social  Security,  who  are  72  years  of  age  can  earn  an 
unlimited  amount.  How  much  money  does  the  average  man  make 
when  he  is  72  years  of  age?  How  much  does  the  average  lady  make 
when  she  is  72  years  of  age  ?  I  thank  God  there  may  be  some,  but  let 
them  make  what  they  can  when  they  are  70  years  old,  not  when  they 
are  ready  for  the  grave.  Give  them  a  chance  to  make  a  few  dollars  so 
they  can  die  with  peace  of  mind  if  that  is  possible  when  you  are  72, 
73  or  older. 

Now,  then,  there  is  one  thing  that  grieves  me.  It  seems  to  be  a  topic 
that  never  gets  discussed.  There  was  one  exception  this  fall,  in  the 
auditorium,  about  6  weeks  ago  it  came  up.  I  ask  you  Senator,  to  give 
your  attention  to  those  recipients  who  might  now  or  have,  in  the  past, 
made  over  $1,680  and  are  going  to  be  unexpectedly  penalized,  and 
they  are  told  by  a  form  letter  that  information  has  come  that  they 
made  over  $1,680  and  their  Social  Security  check  or  checks  may  be 
withheld.  You  heard  Miss  '\¥liitcomb  and  Dr.  Kreamer  say  "try  to 
prevent  the  elderly  from  getting  sick  because  it  is  awfully  expensive 
when  they  get  sick." 

Well,  i  say  to  the  Congress  don't  permit  the  elderly  to  get  a  shock 
when  they  are  told,  "we  are  going  to  withhold  your  check  100  percent 
for  1  or  2  or  3  months" — and  if  you  starve,  that's  all  right,  "we  are 
upholding  the  law."  I  plead  with  you.  Senator,  if  they  are  going  to 
punish  anybody  for  making  $200  or  $300  over  in  a  given  year,  that 
you  give  them  a  time-payment  program  to  pay  out  what  they  made 
over,  so  they  never  take  over  25  percent  out  of  any  one  check  the 
Social  Security  recipient  has  coming.  Or  the  union  that  if  they  are 
taken  off  Social  Security — instead  of  letting  them  starve,  they  should 
go  on  welfare  or  social  rehabilitation  and  get  enough  to  live  on.  That 
is  of  paramount  importance.  Maybe  it  shouldn't  be  spoken  of  in  pub- 
lic, in  the  minds  of  some,  but  I  feel  a  profound  duty  to  the  older 
Americans. 

I  feel  there  is  an  urgency  for  it,  and  I  hope  that  you,  Senator,  will 
put  your  powerful  voice  to  work  and  say  nobody  shall  starve  because 
they  made  $300  over  $1,680  in  any  given  year.  And  furthermore,  put 
a  stop  to  warnings  such  as  form  letters  that  are  sent  out  to  elderly 
people  stating  without  signature  of  any  kind,  without  postmarks  of 
any  kind,  "We  have  information  you  have  made  over  $1,680  and  we 
may  hold  back  a  check  or  checks  from  you  in  the  near  future."  No  post- 
mark, no  signature,  no  responsibility,  and  the  senior  citizens  are 
"scared  to  death."  I  ask  you,  Senator,  to  stop  that  sordid  diabolical 
method  of  worrying  the  recipient.  A  "fishing  expedition"  that  may  or 
may  not  involve  him  in  anything,  is  a  "Sword  of  Damocles"  tech- 
nique, can  cause  underserved  suffering. 

Give  the  elderly  all  the  peace  of  mind  they  can  have,  they  deserve 
it,  and  if  there  is  some  minor  infraction,  don't  force  them  into  a  starva- 
tion situation.  Just  one  more  thing,  Senator,  and  I  will  conclude.  Con- 
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gress  has  passed  an  increase  in  Social  Securit}^  and  there  is  another  one 
coming  up  in  January,  a  15  percent  package,  for  which  we  are  grate- 
f uL  I  hope  that  any  national  legislation  in  the  future  will  include  the 
statement  that  the  States  shall  adjust  and  keep  pace  with  the  increases 
of  Congress  so  that  Medicaid  will  be  permitted  at  a  little  higher  level 
of  earning  comparable  with  the  increase  in  Social  Security.  And  fur- 
thermore, the  eligibility  of  those  going  into  housing  projects  will  be 
upped  accordingly  so  that  an  individual  making  $3,000  will  be  up 
to  $3,500  to  keep  pace  with  the  Social  Security  increases  that  are  made 
because  Congress  knows  they  are  necessary.  So  if  they  are  necessary 
in  Washington,  they  should  be  necessary  in  every  State  of  the  Union. 

Thank  you  ver^^  much.  Senator.  [Applause.] 

Senator  Pell.  Thank  you,  Mr.  Cohen. 

STATEMENT  OF  CARL  FLIGNER,  PROVIDENCE,  R.I. 

Mr.  Fligner.  I  am  Carl  Fligner,  Providence,  R.I.  I  have  in  mind, 
Senator  Pell,  Congressman  Fogarty,  who  is  the  gentleman  that  started 
Social  Security. 

Senator  Pell.  The  late  John  Fogarty  played  a  role  in  it;  Rhode 
Island  has  done  very  well. 

Mr.  Fligner.  I  know  the  Senator  is  probably  tired  of  all  this  talking 
this  morning,  and  I  don't  blame  him,  that  is  one  of  those  things.  In 
fact,  I  came  here  at  10  o'clock  this  morning. 

Senator  Pell.  That's  my  job.  I'm  glad  to  be  here.  Do  you  have  any 
suggestions  for  us  ? 

Mr.  Fligner.  Yes;  I  will  get  to  my  point  immediately.  I  took  a 
major  heart  attack  on  coming  back  from  Germany.  I  was  there  3  days 
and  I  had  one  of  the  moderate  heart  attacks.  I  flew  into  Boston  and  I 
was — give  or  take — 5  minutes  out  of  Logan  Airport  when  I  took  a 
major  heart  attack  and  was  put  into  Horwood  Hospital.  I  was  imme- 
diately drugged  and  put  into  oxygen.  The  next  day  the  doctor  came 
in.  Dr.  Eugene  Doherty,  young  fellow,  said,  "We  have  major  prob- 
lems here,  you  have  a  complete  urinary  blockage,"  which,  of  course,  as 
you  know,  if  it  isn't  immediately  taken  care  of,  you  get  uremic  poison- 
ing and  you  are  gone  in  a  couple  of  days. 

However,  he  called  in  a  specialist.  Dr.  Frank  Walters  of  Boston,  he 
catheterized  me  through  the  use  of  a  metal  tube,  and  the  bill  was  $25. 
I  had  the  same  thing  done  1  year  ago  in  the  Osteopathic  Hospital  here 
in  Cranston  and  the  doctor  charged  $200  for  the  same  operation.  Now, 
I  will  give  you  his  name.  Dr.  Brodsky.  I  can  back  up  any  of  my  state- 
ments. And  I  complained  to  the  Blue  Cross  that  this  was  an  excessive 
charge  and  they  asked  me  if  I  would  sanction  payment  of  it ;  I  said  no. 
But  they  did.  They  paid  $200  for  which  another  doctor  charged  only 
$25.  In  fact  

Senator  Pell.  What  is  the  name  of  the  doctor  ? 

Mr.  Fligner.  Dr.  Brodsky.  And  I  have  catheterized  myself,  a  com- 
plete amateur,  three  times,  and  now  he  charged  $200  for  that.  I  went 
to  my  own  doctor  and  showed  him  the  sanctioned  payment  by  the  Blue 
Cross  and  I  called  the  Blue  Cross  six  times,  this  is  15  months  ago, 
nothing  has  taken  place.  Now,  on  top  of  that  I  was  overcharged  in 
Hamilton,  Ontario,  a  doctor  visited  me  there  on  my  third  heart  attack, 
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he  billed  for  five  visits  and  I  only  had  two  visits,  and  when  the  Blue 
Cross  called  me,  I  refused  sanction  of  payment. 

And  what  my  contention  is  right  now.  Senator,  is  that  the  Blue 
Cross  is  overpaying  definitely  in  great  amounts  to  doctors.  They  are 
making  from  $50,000  to  $100,000  a  year,  and  here  the  Blue  Cross  is 
overpaying  them  and  overcharging  us. 

Senator  Pell.  I  think  you  have  got  your  point  across  and  I  think 
what  you  ought  to  do  is  perhaps  put  the  specifics  in  a  letter  to  me  and 
I  will  try  to  get  a  reply  from  Blue  Cross.  Could  we  move  on  to  the  next 
witness. 

Mr.  Fligner.  I  still  want  to  make  my  point  that  Blue  Cross  is  over- 
charging us  much  too  much  and  I  can't  afford  it  and  I  deserve  to  get 
payment.  I  have  Blue  Cross  and  I  have  Medicare  through  the  sweat 
of  my  brow.  Blue  Cross  is  charging  too  much  and  certainly  through 
Mr.  Hanley  there  is  something  wrong  there  somewhere. 

Senator  Pell.  Send  me  the  specifics. 

Mr.  Fligner.  All  right,  here  is  more  specifics,  I  have  to  carry  three 
different  kinds  of  pills  which  I  just  took  now,  I  could  drop  dead 
walking  off  here. 

Senator  Pell.  Better  stop  testifying. 

Mr.  Fligner.  But  why  isn't  something  done  about  the  prices  of  the 
medicine  ?  Here  are  pills,  valuable  pills  that  cost  me  $5  which  I  can't 
afford,  but  I  have  to  take  them  in  order  to  live.  What  is  going  to  be 
done  or  what  would  you  suggest  doing  as  a  Senator  in  regard  to 
lowering  medical  payment  for  drugs  for  the  elderly  ? 

Senator  Pell.  We  have  been  listening  to  testimony,  we  have  said 
this  is  one  of  the  things  that  is  needed.  Can  we  go  on  to  the  next 
witness,  please  ? 

STATEMENT  OF  WILLIAM  HOUSTON,  PROVIDENCE,  R.I. 

Mr.  Houston.  All  I  wanted  to  know.  Senator,  is  there  a  freeze  on 
Blue  Cross? 

Senator  Pell.  How  do  you  mean  a  freeze? 

Mr.  Houston.  They  are  supposed  to  go  up  October  1. 

Senator  Pell.  I  cannot  give  you  the  answer  to  that.  I  would  think 
this  would  apply  to  Blue  Cross  rates  as  anything  else.  Perhaps  Mr. 
John  Anderson  of  Blue  Cross-Blue  Shield  of  Ehode  Island,  who  is  in 
the  audience,  can  help  us  answer  your  question. 

STATEMENT  OE  JOHN  ANDERSON,  PROVIDENCE,  R.I. 

Mr.  Anderson.  Senator,  that  is  an  old  folder.  Plan  65  rates  went 
before  the  Director  of  Business  Eegulation  back  about  March,  and 
they  were  increased  for  the  first  time  in  5  years  at  that  point.  I  think 
the  folder  that  he  has  was  dated  back  then. 

Mr.  Houston.  It  was  before  October  1,  but  the  rates  were  to  go  up 

^^Mr.^  Anderson.  The  rates  were  adjusted,  sir,  starting  in  July, 

^^^S'enator^PE^^^  If  they  happened  before  August,  they  are  not  in- 
cluded. 


291 


Mr.  Anderson.  It  is  an  old  folder ;  it  is  dated. 

Mr.  Houston.  On  this  here,  it  is  supposed  to  go  up  $3.30. 

Senator  Pell.  Excuse  me,  maybe  you  could  take  up  this  discussion 
with  Mr.  Anderson  afterward. 

Mr.  Houston.  That  settles  that.  I  told  you  I  am  a  very  short  speaker. 
Now,  on  another  topic  I  want  to  know,  are  these  rent  controls  coming 
on  into  effect  ? 

Senator  Pell.  I  think  rent  controls  will  stay  on  as  long  as  the  freeze 
stays  on. 

Mr.  Houston.  It  is  going  to  end  in  November. 

Senator  Pell.  That's  right.  When  the  freeze  ends,  however,  it  is  up 
to  the  administration  to  decide  whether  it  will  continue. 

Mr.  Houston.  What  I  am  getting  at.  Mayor  Doorley  raised  it  $7 
on  the  thousand,  the  taxes,  which  he  has  a  right  because  they  got  to 
run  the  city,  but  what  I  am  getting  at,  suppose  the  house  is  worth 
$15,000  or  $20,000,  and  it  is  a  15  family,  and  the  landlord  raised  it 
$10  each  tenant,  now  there's  $30,  $360  a  year.  He  is  only  paying  out 
$105.  He  is  making  $255  on  this  deal.  I  don't  think  that's  right.  Now, 
that's  coming  out  of  these  people  on  Social  Security,  and  even  the 
people  that  work  for  a  living.  I  think  there  ought  to  be  a  limit  on  that 
thing,  how  much  they  could  raise. 

Senator  Pell.  It  is  a  good  idea  to  have  controls,  there  should  be 
controls.  My  own  view  is  we  should  have  had  a  system  of  controls  2 
years  ago.  But  this  will  be  decided  on  a  national  basis.  Thank  you  very 
much. 

Mr.  Houston.  I  think  there  ought  to  be  something  done  about  that 
rent  there. 

Senator  Pell.  There  is  one  more  witness  who  wants  to  say  something, 
is  that  right  ? 

STATEMENT  OF  FATHER  GEORGE  DEMERS,  PROVIDENCE,  R.I. 

Father  Demers.  Senator,  I  have  worked  with  senior  citizens  quite 
a  while.  One  of  the  concerns  that  we  have  is  that,  I'd  like  to  compare 
what  you  said,  you  mentioned  poverty  and  crime  go  together,  I  think 
that  it  is  very  criminal  in  a  sense  that  there  are  so  many  grand  pro- 
grams that  have  been  legislated,  but  that  such  a  great  number  of  people, 
senior  citizens,  are  not  taking  advantage  of  them  because  they  don't 
know  about  them  or  don't  know  how  to  go  about  getting  the  benefits 
of  them.  So  my  suggestion  at  this  meeting,  after  4  hours  and  20  minutes, 
will  be  to  try  to  consider  some  way  of  forming  an  organizational  setup 
whereby  there  will  be  a  different  agency  separate  from  all  the  other 
agencies  that  exist,  whether  it  is  older  Americans  or  anything  else, 
so  that  there  will  be  positive  moneys  available  for  aides  that  would  go 
out  and  knock  on  doors  and  visiting  people  and  seeing  people  where 
they  are  and  how  they  live. 

I  think  this  is  a  very  important  crucial  part  of  our  coming  to  the 
aid  of  elderly.  I'd  like  to  introduce  Miss  Veronica  Murray,  who  is  the 
vice  chairman  of  the  Rhode  Island  Senior  Citizens  Action  Group. 
Thank  you  for  listening. 

Senator  Pell.  Thank  you  for  your  suggestion. 
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ISTATEMENT  OF  VEKONICA  MTIERAY,  VICE-CHAIRMAN,  RHODE 
ISLAND  SENIOR  CITIZENS  ACTION  GROUP* 

Miss  Murray.  I  live  here  in  Providence.  I  am  very  concerned  about 
the  30,000  senior  citizens  here  in  Rhode  Island  living  below  the  poverty 
line.  Our  pensions  are  very,  very  inadequate.  Senator  Pell,  I  noticed 
that  you  are  proposing  $120-a-month  minimum.  That  is  not  sufficient 
to  keep  up  with  inflation.  I  believe  the  poverty  level  is  considered 
$3,300  a  year,  am  I  correct  ? 

Senator  Pell.  That  is  correct. 

Miss  Murray.  Well,  your  proposal  of  $120  a  month  would  only  be 
$1,440  a  year.  Now,  how  is  that  ever  going  to  help  us?  Senator  Pell,  we 
have  got  to  do  something,  at  once,  about  poverty.  It  is  a  very  important 
issue.  Now,  I  have  been  here  since  10  o'clock  this  morning.  I  have  lis- 
tened to  Medicare  and  Medicaid,  and  I  am  very  much  for  it.  Senator 
PelL  but  many  things  must  be  added,  such  as  foot  doctors,  eyeglasses, 
and  chiropractors.  If  people  were  given  better  pensions — ^pensions 
so  they  could  live  like  human  beings — they  would  not  get  sick. 
Worry  causes  sickness.  Now,  what  can  you  do  as  our  representative  for 
us  there?  Can't  you  do  better  than  $120-a-month  minimum?  The  mini- 
mum should  be  $300  a  month  to  bring  us  up  from  the  poverty  line. 

Senator  Pell.  I'd  like  to  do  a  lot  better.  Presently,  the  level  is  about 
$90  a  month,  so  a  $30-a-month  raise  is  already  substantial.  I'd  like  to 
get  it  up  to  a  figure  where  all  people  are  above  the  poverty  level.  How- 
ever, this  is  up  to  the  taxpayer.  Moreover,  a  general  Social  Security 
increase  will  also  help  those  who  do  not  need  help.  As  one  of  your 
representatives,  I  will  do  what  I  can  to  see  that  people  don't  live  in 
misery  as  some  people  now  live. 

Miss  Murray.  Senator  Pell,  it  seems  awfully  funny  that  they  cannot 
find  the  money  to  do  things  for  the  deserving  elderly,  but  yet  they 
can  always  find  billions  of  dollars  to  send  men  up  to  the  moon  to  bring 
back  rocks.  I  and  millions  more  are  sick  of  billions  of  dollars  being  given 
for  foreign  aid  while  we  live  in  poverty.  They  cannot  take  care  of  the 
people  here  that  built  our  State  and  our  country.  Now,  this  is  some- 
thing I  am  asking  you,  when  is  something  going  to  be  done  for  us? 
When  our  President  went  into  office  his  salary  was  doubled.  They 
found  the  money  for  that.  What  is  the  matter  with  finding  money  for 
the  deserving  people  here  ?  Senator  Pell,  we  have  four  representatives 
in  Washington  from  Ehode  Island  representing  us.  We  have  a  Demo- 
cratic Congress  there.  Why  can't  more  be  done  for  us?  Now,  we  are 
banking  on  you.  Will  you  be  our  action  man  and  speak  for  us  in 
Washington? 

Senator  Pell.  May  I  answer  ? 

Miss  Murray.  Yes. 

Senator  Pell,  Thank  you  very  much. 

Miss  Murray.  Senator  Pell.  Will  you  be  our  action  man  ?  Thank 
you. 

Senator  Pell.  With  regard  to  sending  the  men  to  the  moon,  I  was 
one  of  five  Senators  to  vote  against  the  space  program. 

Miss  Murray.  I  know  you  were,  Senator,  and  I  admire  you  for  it. 

Senator  Pell.  I  happen  to  believe  very  strongly  that  the  whole  sense 
of  priorities  is  wrong,  because  you  will  find,  as  I  said  earlier — you 


*  See  appendix  3,  p.  363. 
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may  have  listened  to  my  statement — that  more  than  '95  percent  of  the 
moneys  that  are  authorized  for  space  and  defense  are  spent,  whereas 
about  50  percent  of  the  moneys  that  are  authorized  for  health  and  edu- 
cation, the  human  sector  of  the  economy,  are  spent.  I  think  those  pri- 
orities are  wrong ;  they  should  be  turned  around. 

I  can  only  speak  for  myself  and  I  think  I  speak  for  my  colleagues 
from  Rhode  Island,  we  all  think  fairly  much  alike.  You  look  at  our 
voting  record  and  you  will  find  in  general  this  is  the  philosophy 
we  advanced.  But  it  takes  more  than  four  Representatives  to  Congress 
from  Rhode  Island  to  turn  the  Nation  around.  It  involves  a  question 
of  who  is  President  and  it  depends  on  who  the  Congressmen  are  from 
the  other  49  States.  This  is  the  only  answer  I  can  give  you.  I  stand  on 
my  record. 

I  think  we  have  had  a  long  enough  meeting.  It  has  now  lasted  4 
hours  and  25  minutes.  I  must  say  I  am  getting  a  little  bit  hungry.  I 
have  not  been  able,  due  to  time  limitations,  to  get  to  all  the  questions 
that  I  wanted  to  ask  the  witnesses.  I  plan  to  submit  some  of  these  ques- 
tions to  certain  witnesses  by  mail,  and  I  will  appreciate  their  responses 
as  soon  as  possible.*  If  nobody  else  wants  to  speak,  I  will  adjourn  this 
hearing. 

(Whereupon  the  hearing  was  adjourned  at  2:35  p.m.  subject  to  the 
call  of  the  Chair.) 


*See  appendix  2,  p.  338. 
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Appendix  1 
PREPARED  STATEMENTS 


ITEM  1.  PREPARED  STATEMENT  OF  ARTHUR  F.  HANLEY,*  PRESIDENT 
RHODE  ISLAND  BLUE  CROSS  AND  EXECUTIVE  DIRECTOR,  RHODE 
ISLAND  BLUE  SHIELD 

Mr.  Chairman,  my  name  is  Arthur  F.  Hanley  and  I  reside  at  76  St.  George 
Court,  Warwick,  Rhode  Island.  I  appear  before  this  U.S.  Senate  Subcommittee 
hearing  in  my  capacity  as  President  of  Rhode  Island  Blue  Cross  and  Executive 
Director  of  Rhode  Island  Blue  Shield. 

We  certainly  appreciate  this  opportunity  to  express  our  views  on  health  care 
for  the  elderly.  But,  first,  for  the  record,  here  are  some  brief  background  facts 
about  the  two  organizations  which  I  represent. 

Approximately  758,000  Rhode  Islanders  are  served  by  these  local  Plans,  which 
is  about  80  percent  of  the  eligible  population  of  the  state.  Of  these,  703,000  are 
regular  Blue  Cross  and  Blue  Shield  subscribers.  More  than  63,000  Rhode  Is- 
landers over  the  age  of  65  supplement  their  Medicare  coverage  with  Plan  65 
benefits. 

Blue  Cross  administers  Part  "A"  of  Federal  Medicare  for  102,000  eligible  Rhode 
Islanders  in  its  role  as  fiscal  intermediary  for  the  government,  and  handles  hos- 
pital bills  for  another  16,000  servicemen's  dependents  under  the  CHAMPUS 
program. 

Blue  Shield  has  also  been  chosen  by  the  government  as  carrier  for  Part  "B" 
of  Medicare  in  Rhode  Island,  which  has  99,000  enrollees  in  this  state. 

To  give  you  some  indication  of  how  the  overall  operations  of  Blue  Cross  and 
Blue  Shield  impact  on  health  care  in  Rhode  Island,  this  year  the  Plans  will 
process  one  and  one-half  million  claims,  totaling  nearly  $120  million  in  health 
care  benefits. 

For  the  Subcommittee's  consideration,  we  will  review  four  main  points  affect- 
ing the  health  of  the  elderly  in  this  presentation.  They  are : 

1.  The  accomplishments  of  the  Medicare  program  in  Rhode  Island  during 
the  first  five  years  of  its  existence. 

2.  The  problems  we  have  found  in  the  Medicare  program,  as  they  affect 
the  beneficiaries  and  the  providers  of  services. 

3.  Our  views  on  some  of  the  proposals  contained  in  H.R.  1,  the  Social 
Security  Amendments  of  1971. 

4.  Suggestions  on  improving  the  Medicare  program  in  the  future. 

I.  ACCOMPLISHMENTS 

It  is  very  easy,  and  sometimes  convenient,  to  criticize  a  program  such  as 
Medicare  for  its  shortcomings  without  recognizing  or  appreciating  the  positive 
effects  it  has  had  on  the  people  it  serves.  Generally,  we  feel  the  Medicare  pro- 
gram in  Rhode  Island  has  been  very  successful.  The  elderly  population  now, 
more  than  ever  before,  are  receiving  most  of  the  essential  health  care  services 
they  require.  This  has  been  made  possible  by  the  benefits  of  Medicare,  coupled 
with  the  supplementary  benefits  of  Blue  Cross  and  Blue  Shield  Plan  65  and 
other  financing  sources  such  as  Medicaid. 

Another  important  factor  contributing  to  the  program's  success  has  been  the 
tremendous  cooperation  given  by  doctors,  hospitals  and  other  providers  of  health 
care  services  to  Blue  Cross  and  Blue  Shield,  acting  as  fiscal  intermediaries  for 
the  government. 


♦See  statement,  page  272. 
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A.  Benefits  Used 

1.  The  Federal  Medicare  program  observed  its  fifth  anniversary  on  July  1, 
1971.  In  the  five-year  period,  Rhode  Island  Blue  Cross  and  Blue  Shield  proc- 
essed 1,518,000  claims  for  the  state's  elderly.  The  total  bill  was  more  than 
$153,000,000.  (See  exhibit  #1.)  Add  to  that  $4,723,000  in  Medicare  bene- 
fits that  was  paid  directly  to  the  State  Department  of  Mental  Health,  Re- 
tardation and  Hospitals  for  the  care  elderly  patients  received  at  the  Gen- 
eral Hospital,  the  Institute  of  Mental  Health,  Zambarano  Memorial  Hospital 
and  Charles  V.  Chapin  Hospital ;  and  $4,975,000  paid  through  the  Travelers 
Insurance  Company,  which  handles  claims  for  12  extended  care  facilities  in 
Rhode  Island,  and  Medicare  benefits  in  five  short  years  amount  to  almost 
$162^700,000. 

B.  Types  of  Services  Provided 

1.  Part  "A"* — ^The  great  bulk  of  Medicare  expenditures  in  Rhode  Island  during 
the  five-year  period  has  been  paid  through  Blue  Cross  in  Part  *A"  benefits.  (See 
exhibit  #2.) 

a.  $108.6  million  for  inpatient  hospital  care. 

b.  $2.4  million  for  hospital  outpatient  care. 

c.  $3.1  million  for  home  health  agency  services. 

d.  $2.1  million  for  care  in  the  11  extended  care  facilities  in  Rhode  Island 
which  have  their  claims  administered  by  Blue  Cross. 

2.  Part  "J?". — In  the  first  five  years  of  Medicare,  well  over  one  million  Part 
"B"  claims  were  paid  for  the  elderly  by  Rhode  Island  Blue  Shield.  And  those 
claims  amounted  to  nearly  $36.9  million  in  health  care  benefits.  (See  exhibit  #1.) 

S.  Blue  Cross  &  Blue  Shield  Plan  65.— Of  the  102,000-plus  Rhode  Islanders 
eligible  for  Medicare,  63,000  are  enrolled  under  the  supplementary  Blue  Cross  & 
Blue  Shield  Plan  65. 

Since  the  program  began  five  years  ago,  Plan  65  has  helped  fill  the  gaps  in 
more  than  764,000  Medicare  claims,  virtually  providing  full  payment  for  covered 
services  when  coupled  with  the  beneficiaries'  Medicare  benefits.  (Exhibit  #3 
contains  a  summary  of  Plan  65  benefits. ) 

In  dollars,  the  gap-filler  coverage  amounted  to  $12.8  million,  of  which  $9.5 
million  was  spent  to  cover  the  $50  deductible  and  20  percent  coinsurance  pro- 
visions of  Medicare  Part  "B".  (See  exhibit  #4.) 

C.  Cooperation  of  Providers 

An  essential  factor  in  the  success  of  Medicare  has  been  the  continued  cooper- 
ation of  doctors,  hospitals  and  other  providers  of  health  services  in  making  the 
program  work  for  the  benefit  of  beneficiaries. 

1.  Understanding. — In  the  few  short  months  between  the  passing  of  the  Medi- 
care law  and  its  implementation  date,  doctors,  their  medical  assistants  and 
countless  categories  of  hospital  personnel  devoted  many,  many  hours  of  their 
working  and  leisure  time  to  participate  in  training  sessions  with  Blue  Cross  and 
Blue  Shield  personnel  to  learn  the  intricacies  of  Medicare.  The  providers'  co- 
operation was  instantaneous  and  it  has  been  continuous,  staying  abreast  of  the 
many  changes  in,  and  interpretations  of,  the  Medicare  law. 

2.  Concern  For  Patients. — Probably  the  best  indicator  of  provider  coopera- 
tion in  making  Medicare  work  for  the  benefit  of  the  beneficiary  is  the  ratio  of 
assignment  claims  accepted  by  Rhode  Island  physicians.  Doctors  can  collect  for 
Medicare  services  directly  from  patients  and  not  be  bound  by  the  "reasonable 
and  customary"  payment  provisions  of  the  law.  However,  82.8  percent  of  Part 
"B"  claims  in  Rhode  Island  have  been  paid  under  the  assignment  method  since 
the  program  began  in  1966.  ( See  exhibit  #  5. ) 

D.  Plans'  Performance 

As  was  true  of  most  carriers  and  intermediaries,  we  experienced  some  admin- 
istrative problems  in  the  developmental  stages  of  Medicare.  Currently,  however, 
our  systems  are  functioning  smoothly.  Doctors'  claims  are  being  processed  in 
four  to  five  days,  and  hospital  claims  for  inpatient  care  are  processed  within  two 
days  of  date  of  receipt. 
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We  are  also  proud  of  our  record  of  cost  efficiency  in  processing  claims  for  the 
government.  Our  current  administrative  costs,  reflected  as  a  percentage  of  dol- 
lars paid,  are : 

Part  "A",  1.55%. 

Part  "B",  7.83%. 

Rhode  Island  Blue  Cross  and  Blue  Shield  administrative  cost  figures  under 
Medicare,  as  has  been  the  case  under  our  basic  business,  have  consistently  been 
among  the  lowest  in  the  nation. 

Behind  the  stark  realism  of  these  cost  and  production  figures  stands  an  ex- 
tremely complex  program.  Some  reference  to  this  complexity  will  be  made  later. 
For  the  moment,  we  would  like  to  dwell  on  just  one  facet  of  the  program — 
beneficiary  eligibility.  Beneficiary  records  are  maintained  in  the  Baltimore  Office 
of  Social  Security — the  Bureau  of  Data  Processing  Accounts  (BDPA). 

Each  time  we  receive  a  claim,  our  data  processing  system  creates  a  magnetic 
tape  eligibility  query  which  is  wire  transmitted  to  BDPA.  Within  20  to  48  hours 
the  transmittal  is  reversed  with  an  eligibility  query  response  from  BDPA  to 
our  computer.  The  claim  is  then  processed  toward  final  settlement.  What  is  most 
impressive  is  that  R.  I.  Blue  Cross  and  Blue  Shield  processes  an  average  of  1,500 
Medicare  claims  each  working  day. 

II.  PROGRAM  PROBLEMS 

While  the  program  has  been  an  overall  success.  Medicare  has  had  its  share  of 
problems. 

A.  Complexity 

1.  For  illustrative  purposes  only,  we  weighed  and  measured  the  original  Public 
Law  87-97  (Medicare)  as  printed  by  the  U.S.  Printing  Office — it  consists  of  138 
pages  and  weighs  less  than  six  ounces. 

The  regulations  and  instructions  to  carriers,  intermediaries  and  providers 
pertinent  to  the  administration  of  that  law  now  embrace  some  37  volumes,  with 
more  than  8,000  pages,  weighing  nearly  46  pounds.  There  have  been  almost  800 
revisions  or  clarifications  of  the  regulations.  (See  exhibit  #6.) 

2.  We  are  not  denigrating  this  paper  proliferation.  We  recognize  the  necessity 
of  keeping  carriers,  intermediaries  and  providers  currently  informed  of  man- 
dated changes  or  revised  interpretations  of  the  original  Congressional  action  and 
intent.  We  applaud  the  communications  efforts  of  the  Bureau  of  Health  In- 
surance. 

We  do  submit,  however,  that  the  administration  of  so  complex  a  law,  as  evi- 
denced and  underscored  by  this  paper  deluge,  inevitably  leads  to  some  confusion 
and  considerable  misunderstanding  on  the  part  of  both  providers  of  care  and 
recipients  of  care.  It  is  particularly  troublesome  to  the  beneficiary  of  advanced 
age  limited  education  and  foreign  background. 

In  our  dual  role  as  this  state's  primary  intermediary  (Part  "A")  and  carrier 
(Part  "B"),  we  have  developed  written  and  verbal  communications  with  pro- 
viders to  keep  them  abreast  of  all  new  developments  in  order  to  ensure  prompt 
claims  processing  and  reimbursement,  within,  of  course,  the  framework  of  reason- 
able control. 

We  have  exerted  a  particular  effort  in  communicating  with  our  beneficiaries — 
efforts  that  range  from  the  design  of  our  office  facilities  to  the  creation  of  a  sub- 
scriber service  department  whose  function  is  to  ensure  that  when  a  beneficiary 
has  a  question  about  his  benefits  or  a  specific  claim,  he  is  served  quickly,  efficiently 
and  courteously. 

B.  Growing  Gaps  in  Medicare  Coverage 

One  of  the  biggest  problems  in  Medicare  at  the  beginning  was  that  the  elderly 
thought  all  of  their  health  care  bills  were  going  to  be  covered  in  full.  This  singular 
problem  is  being  compounded  by  the  increasing  gaps  in  the  deductibles  and  co- 
insurances in  the  program. 

Rhode  Island  Blue  Cross  and  Blue  Shield  developed  Plan  65  to  complement 
^ledicare.  By  having  the  deductible  and  coinsurance  amounts  covered,  subscribers 
were  better  able  to  understand  the  benefits  they  were  entitled  to  under  Medicare. 

Our  initial  program  covered  the  inpatient  hospital  deductibles  and  coinsur- 
ances in  full  on  the  Part  "A"  side,  with  a  Major  Medical  approach  in  providing 
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benefits  for  doctors'  services  not  covered  by  Part  "B".  It  was  soon  evident  that  our 
subscribers  preferred  "first-dollar"  coverage,  and  our  present  program  evolved. 
Impacting  heavily  on  this  evolvement  v^ere  the  changes  in  the  law.  Exhibit  #8 
details  the  changes  that  were  necessary  each  year  to  continue  to  provide  Plan  65 
subscribers  with  the  "first-dollar"  coverage  they  wanted. 

III.  REACTION  TO  PROPOSALS  IN  H.R.  1,  SOCIAL  SECURITY 
AMENDMENTS  OF  1971 

A.  Deductihles  and  Coinsurance. — We  are  greatly  concerned  about  further  re- 
ductions in  Medicare  benefits  for  the  elderly.  Present  deductibles  and  coinsur- 
ance provisions  under  Part  "A",  such  as  the  $60  deductible  for  hospital  care,  are 
already  50  percent  higher  than  they  were  when  the  program  began.  And  the  cost 
of  supplementary  medical  benefits  under  Part  "B",  which  the  beneficiary^  must 
pay.  has  increased  from  $3.00  a  month  to  $5.60  a  month,  which  is  an  increase  of 
86.7  percent. 

Just  two  of  the  many  proposals  in  H.R.  #1  would  cost  our  63,000  Plan  65 
subscribers  $834,000  next  year,  assuming  the  legislation  took  effect  on  January  1, 
1972.  (See  exhibits  7  and  7A.)  Those  proposals  are  to  increase  the  Part  "B" 
deductible  from  $50  to  $60  a  year  and  to  add  to  a  coinsurance  provision  for 
each  day  in  the  hospital  from  the  31st  through  the  60th  day.  If  plan  65  adds 
coverage  of  the  deductible  and  coinsurance  increases,  membership  rates  will  have 
to  be  increased  by  16  percent.  We  estimate  the  total  impact  of  those  provisions  on 
all  Medicare  beneficiaries  in  Rhode  Island  to  be  $1,316,000  (See  exhibit  #7B.) 

In  other  words.  Congress  would  be  taking  $1.3  million  in  buying  power  away 
from  the  people  in  Rhode  Island  over  age  65,  many  of  them  living  on  limited 
and  fixed  incomes. 

B.  Increasing  Lifetime  Reserve. — It  has  also  been  proposed  to  increase  the 
lifetime  reserve,  under  which  the  patient  presently  pays  $30  per  day,  from  60 
to  120  days.  We  support  this  proposal  because  it  adds  that  much  more  peace  of 
mind  to  the  elderly  person  suffering  from  severe,  long-term  illness.  The  Blue 
Cross  and  Blue  Shield  Plan  65  program  covers  the  $30  deductible  for  the  present 
60-day  lifetime  reserve. 

We  estimate  that  it  would  cost  $66,000  next  year  to  increase  the  Plan  65  benefit 
to  120  days  of  lifetime  reserve. 

C.  Extending  Medicare  To  Disabled — We  also  support  the  provision  that 
Medicare  be  broadened  to  include  disabled  beneficaries  under  age  65,  provided 
they  have  been  receiving  disability  benefits  for  at  least  two  years.  Using  national 
ratios,  we  estimate  that  inclusion  of  the  disabled  under  Medicare  would  benefit 
approximately  7,000  Rhode  Islanders.  And  there  is  hardly  any  doubt  about  the 
need  of  the  disabled  for  health  care  coverage.  Studies  have  shown  the  disabled 
use  three  times  as  much  hospital  care  as  the  average  person  under  age  65  and 
utilize  the  services  of  physicians  at  a  ratio  of  seven  to  one. 

D.  Prospective  Reimbursement. — The  final  provision  in  H.R.  1  we  wish  to 
comment  on  deals  with  provider  reimbursement.  It  provides  for  incentives  that 
will  stimulate  providers  to  use  their  facilities  and  personnel  more  efficiently. 
The  purpose  is  to  contain  or  reduce  the  total  cost  of  the  health  programs  in- 
volved without  adversely  affecting  the  quality  of  services. 

We  wholeheartedly  endorse  this  provision.  The  Prospective  Reimbursement 
Contract  between  Rhode  Island  Blue  Cross  and  its  16  member  hospitals  falls  Into 
this  category.  Budget  negotiations  for  the  next  fiscal  year  are  presently  under- 
way for  reimbursement  under  basic  Blue  Cross  programs.  We  are  hopeful  that 
our  Prospective  Reimbursement  Contract  will  qualify  under  the  provision  in 
H.R.  1.  and  that  an  experiment  will  be  underway  for  Medicare  reimbursement 
in  Rhode  Island  next  year. 

Briefly,  Prospective  Reimbursement  works  like  this : 

Each  hospital  submits  its  approved  budget,  with  related  statistics  and 
revenue  projections  to  the  Hospital  Association  of  Rhode  Island  for  peer 
review  and  then  to  Blue  Cross  for  review  and  negotiations  in  advance  of 
the  beginning  of  the  fiscal  year. 

Prospective  payment  rates  for  the  full  fiscal  year  will  be  calculated  based 
on  the  resulting  approved  budget. 

The  rates  hold  firm  for  the  duration  of  the  year,  provided  that  utilization 
of  hospital  services  does  not  exceed  or  fall  below  certain  percentage  param- 
eters built  into  the  contract. 
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At  year-end,  a  savings  or  loss  calculation  is  made.  If  the  hospital's  actual 
costs  exceed  the  approved  budget,  the  hospital  absorbs  the  loss;  if  a  hos- 
pital is  able  to  operate  for  less  than  the  agreed-upon  budgeted  costs  as 
reflected  in  the  prospective  payment  rates,  the  hospital  keeps  a  portion  of 
the  "savings"  or  profit  as  an  incentive.  During  the  first  year  of  the  pro- 
gram, not  yet  completed,  the  savings  will  be  split  between  Blue  Cross  and 
hospitals  on  a  50/50  basis. 

IV.  SUGGESTIONS  AS  TO  THE  FUTURE  OF  MEDICARE 

A.  While  we  realize  that  Congress  must  balance  the  health  care  needs  of  the 
elderly  with  the  taxpayers'  ability  to  pay  the  increased  cost  of  broader  Medi- 
care coverage,  the  following  are  some  unmet  needs,  as  we  see  them  : 

1.  We  would  advocate  the  inclusion  of  prescription  drugs  in  the  Medicare 
program.  There  has  been  a  tendency  to  dismiss  the  importance  of  this  area 
of  coverage  by  citing  the  fact  that  acute  episodic  illness  does  not  result 
in  prescription  drug  expenses  beyond  the  economic  reach  of  Medicare  recipi- 
ents. Our  concern  is  directed  toward  the  large  number  of  chronically  ill 
over-age-65  persons  whose  prescription  drug  costs  may  go  as  high  as  $500 
to  $1,000  per  year. 

2.  In  the  five  years  of  Medicare  administration,  we  have  concluded  that 
the  health  care  need  most  difficult  to  make  provision  for  is  also  the  most 
difficult  to  identify — it  embraces  that  "gray  area"  between  Health  Care  and 
Social  Care.  We,  as  the  intermediaries  for  Medicare,  often  find  ourselves 
in  the  position  of  demanding  "institutional  discharge"  of  a  patient  due 
to  lack  of  medical  need,  while  knowing  that  his  "social  environment"  to 
which  he  will  be  discharged  may  have  been  the  primary  cause  of  his  illness 
in  the  first  place. 

We  believe  that  this  unhappy  cycle  of  "cause — to  cure — to  cause"  can 
only  be  broken  by  the  provision  within  Medicare  of  some  medical/social 
benefits.  Among  them  we  would  list  coverage  of  homemaker  services,  mobile 
meals,  day-care  for  physically  and  mentally  impaired,  temporary  inpatient 
care  when  "family"  is  itself  impaired  or  in  need  of  respite,  foster  home  care, 
and  institutional  custodial  care. 

3.  Closely  allied  to  the  need  for  responsiveness  to  medical/social  care 
is  our  recommending  removal  of  the  prerequisite  of  three  days'  prior  hos- 
pitalization for  coverage  of  Extended  Care  Facilities  and  Part  "A"  Home 
Health  Agencies.  We  recognize  that  the  original  intent  of  this  requirement 
was  to  assure  that  patients  hospitalized  in  acute-care  facilities  did  not  re^ 
main  longer  than  medically  necessary.  In  practice,  the  requirement  has 
proved  disruptive  to  optimum  patient  care  and  wasteful  of  tax  dollars  by 
hospitalizing  patients  unnecessarily  and  even  prolonging  stays  while  ar- 
rangements are  made  for  transfer. 

4.  We  endorse  the  principle  of  merging  of  Parts  "A"  &  "B"  of  Medicare. 
This  would  provide  for  a  single  entity  of  the  financing  and  delivery  of 
health  care.  It  would  eliminate  much  of  the  confusion  surrounding  Medicare 
as  it  now  stands  and  establish  the  principle  of  financing  all  Medicare  bene- 
fits prior  to  retirement.  „  , ,  ^  ^x, 

5  Coupled  with  the  merging  of  Parts  "A"  &  "B",  we  would  recommend  the 
elimination  of  all  deductibles  with  the  application  of  an  "across  the  board" 
uniform  coinsurance.   ^    ^  ^ 

The  effect  of  deductibles  and  coinsurances,  originally  intended  as  incen- 
tives for  appropriate  use  of  facilities  and  services,  is  still  unclear  and  contro- 
versial. There  is  a  real  danger  that  they  may  promote  underutilization  among 
the  aged.  If  there  be  a  need  for  program  cost-containment,  it  might  better  be 
in  the  form  of  coinsurance,  but  most  certainly  not  a  combination  of  both  de- 
ductibles and  coinsurances. 

V.  CONCLUSION 

In  Rhode  Island,  we  believe  Medicare  has  accomplished  what  Congress  intended. 
But  the  deductible  and  coinsurance  gaps,  mandated  under  the  law,  are  widening 
to  the  point  where  costs  to  the  individual  needing  care  are  now  inflicting  great 
hardship  This  is  occurring  whether  the  beneficiary  is  paying  the  deductibles  and 
coinsurance  amounts  out  of  his  own  pocket  or  paying  higher  premiums  to  Blue 
Cross  and  Blue  Shield,  or  to  a  commercial  insurer,  to  fill  the  gaps. 
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Now  that  Medicare  is  five  years  old,  we  feel  that  it  is  most  appropriate  that 
Congress  is  taking  another  look  at  the  program  to  correct  its  shortcomings.  We  can- 
not see  how  that  can  be  accomplished  by  adding  other  coinsurance  factors  or 
increasing  present  deductibles.  We  advocate  elimination  of  deductibles;  and  if 
cost-containment  factors  are  needed,  apply  an  "across  the  board"  uniform  coinsur- 
ance: the  merging  of  Parts  "A"  &  "B",  establishing  the  principle  of  financing 
all  :Medicare  benefits  prior  to  retirement;  inclusion  of  prescription  drugs  under 
Medicare ;  and,  simplifying  the  law  by  recognizing  the  social  needs  of  the  elderly 
as  they  relate  to  their  health  and  include  some  medical/social  benefits  under 
Medicare. 

Again,  Mr.  Chairman,  thank  you  for  the  opportunity  to  express  our  views. 

EXHIBIT  NO.  1 

MEDICARE  A  AND  B— NUMBER  OF  CASES  AND  DOLLARS  PAID 


Medicare  A  Medicare  B 

Cases         Amount  Cases  Amount 


1966   17,785  $4,033,120  12.379  $816,193 

1967     94,042  17,421,563  142,302  5,630,638 

1968...    82,111  20,061,919  201,591  7,290,218 

1969....    104,683  27,721,192  275,776  8,731,924 

1970.-    105,404  30,144,581  293,055  9,570,791 

Jan.  1-June  30,1971    50,496  16,812,712  139,833  4,831,335 


Total     454,521     116,195,087       1,063,936  36,871,099 


EXHIBIT  NO.  2 

MEDICARE  PART  A— DOLLARS  PAID  (BY  TYPE  OF  PROVIDER) 


Hospital         Hospital  Home 

inpatient       outpatient  healtii  ECF's  Total 


1966...    $3,960,108  53,447  $59,565    $4,033,120 

1967...    16,550,702  233,117  438,997         $198,747  17,421,563 

1968...     18,808,060  412.845  601,154          239,860  20,061,919 

1969   25,505,594  632.054  865,397          718,147  27,721,192 

1970...   28,024,335  745,295  783,370          591,581  30,144,581 

Jan.  1-June30, 1971....   15,778,640  345,871  345,549          342,652  16,812,712 


Total    108,627,439       2,372,629       3,104,032       2,090,987  116,195,087 


EXHIBIT  NO.  3 
SUMMARY  OF  PLAN  65  BENEFITS 


Type  of  health  care  service 


Medicare  coverage 


Plan  65  coverage 


1.  Care  as  bed  patient  in  the  hospital,  semi- 
private  room  and  board,  and  general 
nursing  service.  X-rays,  drugs, 
supplies,  etc. 


2.  X-ray,  other  diagnostic  tests  in  hospital 

outpatient  department 

3.  Hospital  outpatienttreatment  for  accidents 

and  medical  emergencies. 

4.  Surgeon,  assistant  surgeon,  anesthesiol- 

ogist. 

5.  Doctor  home  and  office  calls  or  visits  to 

the  hospital  orextended  care  facilities. 

6.  X-rays  taken  in  the  doctor's  office. 

7.  Hospital  and  doctor  care  outside  the 

United  States. 


Medicare  pt.  A  pays  90  days  in  full 
during  a  spell  of  illness,  except  1st 
$60  and  $15  per  day  for  61st 
through  90th  days.  An  additional 
"lifetime  reserve"  of  60  days, 
paying  ail  but  $30  per  day. 

Medicare  pt.  B  pays  80  percent  of 
reasonable  charges  after  the 
beneficiary  pays  $50  deductible 
each  year. 


No  coverage  (under  normal 
circumstances). 


Pays  1st  $60  and  the  $15  per  day 
and  $30  per  day  coinsurance 
amounts. 


Pays  $50  deductible  and  remaining  20 
percent  of  reasonable  charges  to 
give  full  coverage. 


Pays  the  hospital  and  doctor  charges 
in  full  for  services  the  beneficiary 
would  be  entitled  to  in  the  United 
States  through  medicare  and  Plan 
65. 
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EXHIBIT  NO.  4 

PLAN  65— CLAIMS  PAYMENTS  COMPLEMENTING  MEDICARE  PARTS  A  AND  B,  JULY  1966-JUNE  1971 


Dollars  of  payment 
Part  A  PartB  Total 


1966  (July-December)   $136,110  $18,385  $154,495 

1967    479,801  487,540  967,341 

1968      665,610  1,214,644  1,880,254 

1969     700,103  2,602,270  3,302,373 

1970..     795,200  3,178,415  3,973,615 

1971  (January-June)    564,107  1,996,293  2,560,400 


Total,  July  1966-June  1971....   3,340,931       9,497,547  12,838,478 


EXHIBIT  NO.  5 

MEDICARE  PART  "B"-CASES  AND  DOLLARS  BY  ASSIGNMENT  AND  NONASSIGNMENT 


Assignments  Nonassignments  Total 


Cases       Amount         Cases       Amount         Cases  Amount 


1966   10,249  $660,075  2,130  $156,118  12,379  $816,193 

1967  -  -   117,826  3,959,087  24,476  1,671,551  142,302  5,630,638 

1968   166,917  5,439,535  34,674  1,850,683  201,591  7,290,218 

1969   ..-   228,343  7,035,776  47,433  1,696,148  275,776  8,731,924 

1970     241,822  8,092,351  50,233  1,478,440  292,055  9,570,791 

Jan.  1-June  30,  1971.   115,782  4,071,250  24,051  760,085  139,833  4,831,335 


Total   880,939  29,258,074       182,997    7,613,025     1,063,936  36,871,099 


EXHIBIT  NO.  6 
MEDICARE  VOLUME  SURVEY 


Number  of 
revisions 

Weight  Number  of  (letters, 
(pounds)  pages  bulletins) 


Medicare  law   -  -  0.6  138  

Part  A  manual  -  -  --  11.2  1,840  220 

PartB  manual        7.7  1,380  233 

Jntermediary  letters  (current)      5.12  690  103 

Regional  office  bulletins...   2.1  230  45 

HIM  manuals (16)    -  —    15.3  2,990  166 

HIR  manuals (17)-.       4.2  920  15 

Comparison: 

Original  Medicare  law      .6  138...  

To  date     45.62  8,050    


DISTRIBUTION 


Internal  External 


Intermediary  letters  (10) —  -  ---   10  Special 

Part  A  manual  (14) —  -     14  

Part  B  manual  (14)   -  -  ---  -   14  

Regional  office  bulletins  (6)        6  

Hospital  manual  (75)    —  -  -   18  57 

Extended  care  facility  manual  (40)    -  -   13  27 

Home  health  agency  manual  (52)     12  40 

Provider  reimbursement  manual  (97)..  -  -   17  80 


Note:  Other  HIM's  are  sent— approximately  2  per  facility, 
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Exhibit  No.  7 

Plan  65 — Estimated  effect  of  providing  c&cerage  of  Medicare  deductible  and 
co-pay  changes  stipulated  in  E.R.  1,  age  65  and  over  sulscrilers 

(Assumed  effective  January  1,  1972) 

Assumed  1972  incurred  claims,  excluding  H.R.  1  $5,  410,  000 

H.R.  1  proposals :  31st-60th  day  co-pay,  at  $8.50  per  day       500,  000 

Part  "B"  deductible  increased  from  $50  to  $60  (20%)  : 

Deductible  increase   418,  000 

20  percent  co-pay  decrease  —84,  000 

Total    334,000  834,000 

Lifetime  reserve  increased  from  60  to  120  days   66,  000 

♦Assumed  1972  incurred  claims — including  H.R.  1   6,310,000 

Exhibit  No.  7A 

Plan  65 — Assumptions  in  the  Estimation  of  E.R.  1  Claims  Cost 

(1)  1972  Part  A  deductible  to  be  $68;  therefore,  co-pay  31st-60th  day  will  be 
$8.50,  or  i/s  of  $68. 

(2)  An  increase  in  the  Part  B  deductible  will  have  a  decreasing  effect  on  the 
20  percent  co-pay  coverage. 

(3)  The  national  ratio  of  Disability  Pensioners  to  Medicare  Beneficiaries 
(.075)  is  applicable  to  R.  I.  Plan  65. 

(4)  Factors  for  conversion  of  Over  Age  65  utilization  to  that  of  Disability 
Pensioners: 

A.  Per  capita  expenditures  for  the  aged  in  ratio  to  the  under  65  population : 
Hospital  Care,  3.66 :1 ;  Physician  Services,  1.94 :1. 

B.  Per  capita  expenditures  for  the  disabled  in  ratio  to  their  under  age  65 
peers :  Hospital  Care,  3 :1 ;  Physician  Services,  7 :1. 

Exhibit  No.  7B 

Estimated  H.R.  #1  Impact  on  104,040  Rhode  Island  Medicare  Part  "A" 
Beneficiaries,  Year  1972 

R.  I.  Age  65  &  Over  Population  : 

1960,  87,552  (Bureau  of  the  Census— PC  (1)  41  C  R.  L). 

1970,  103,932  (R.  I.  1970  Census  by  Age  and  Sex— R.  I.  Dept.  of  Health). 

10-year  growth=18.7%. 

Average  annual  growth=1.87%. 
Part  "A"  Medicare  Beneficiaries — Year  1972: 

(102,130  Beneficiaries  as  of  7/71X1.0187=104,040  1972  Beneficiaries) 

H.R.  #1  Impact  in  R.  I.  for  104,040  Part  "A"  Beneficiaries 

65,  941     1972  Plan  65  members 

  =  .6338 

104,  040    1972  R.  I.  Part  "A"  Beneficiaries 
1972  HR#1  Impact  on  Plan  65 

$834,  000    Over  Age  65  Sub.  (See  Exhibit  7) 

  =$1,  315,  873  H.R.  #1  Impact  in 

.6338       Ratio  1972  Plan  65  Members  to  R.  i.  for  104,040 

1972  R.  I.  Part  "A"  Beneficiaries  Part  "A"  Benefi- 

ciaries. 

Plan  65  Program  Changes 

1.  July,  1966. — Plan  65  introduced,  covering  the  Part  "A"  deductible  of 
$40  .  .  .  the  coinsurance  of  10  per  day  .  .  .  and  providing  Major  Medical-type 
coverage  for  Part  "B"  services,  paying  80%  after  the  $100  deductible. 

•If  H.R.  1  proposals  become  law,  this  would  require  an  estimated  16.1  percent  rate 
lilke — If  Plan  65  covers  the  full  additional  cost. 
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2.  July,  1967. — Change  from  Major  Medical-type  plan  for  doctors'  services  to 
straight  "gap-filler"  on  Part  "B",  covering  $50  deductible  and  20%  coinsurance 
for  doctor  bills,  excluding  home  and  office  visits. 

3.  July,  1968. — Add  coverage  of  50  Part  "B"  deductible  and  20%  coinsurance 
for  doctors'  bills  for  home  and  office  visits. 

4.  January,  1969. — Part  "A"  deductible  increased  by  Social  Security  Admin- 
istration from  $40  to  $44  .  .  .  coinsurance  from  10  to  $11  per  day  .  .  .  lifetime 
reserve  coinsurance  from  $20  to  $22  per  day.  All  picked  up  by  Plan  65. 

5.  January,  1910. — Deductible  increased  from  $44  to  $52  .  .  .  coinsurances 
from  $11  to  $13  and  $22  to  $26.  Covered  by  Plan  65. 

6.  January,  1971. — Deductible  increased  by  SSA  from  $52  to  $60  .  .  .  coin- 
surances from  $13  to  $15  and  $26  to  $30  per  day.  Covered  by  Plan  65. 


ITEM  2.  PREPARED  STATEMENT  OF  DR.  RICHARD  J.  KRAEMER* 
CHAIRMAN,  COMMITTEE  ON  AGING,  RHODE  ISLAND  MEDICAL 
SOCIETY 

Statement  of  the  Ameeican  Medical  Association  for  the  White  House 
Conference  on  Aging  ^ 

improving  and  maintaining  the  health  of  the  aging 

The  White  House  Conference  on  Aging  has  been  called  by  President  Nixon  to 
"help  develop  a  more  adequate  national  policy  for  older  Americans  ...  it  will 
fully  consider  the  many  factors  which  have  a  special  influence  on  the  lives  of  the 
aging  ...  it  will  address  precise  recommendations,  not  only  to  the  Federal  gov- 
ernment at  other  levels  and  to  the  private  and  voluntary  sectors  as  well." 

The  stated  charge  to  the  November  1971  White  House  Conference  is  to  pro- 
pose a  plan  of  "national  action  to  strengthen  the  means  of  older  people  for 
independent  living  and  the  improved  use  of  their  talents,  and  to  lessen  their  iso- 
lation and  increase  their  participation  in  family  and  community  life." 

In  December  1970,  the  AMA  House  of  Delegates  stated  "that  it  is  encumbent 
on  organized  medicine  to  ensure  that  proper  emphasis  [at  the  Conference]  is 
placed  on  improving  and  maintaining  the  health  of  the  aging."  To  help  accom- 
plish this  objective.  AMA  representatives  have  participated  in  various  tech- 
nical committees  and  task  forces  responsible  for  developing  background  ma- 
terials prepared  for  community,  state  and  national  White  House  Conferences. 
AMA  has  also  encouraged  state  medical  associations  to  work  closely  with  other 
state  groups  in  planning  for  the  multilevel  White  House  Conferences. 

In  June  1971,  the  AMA  House  adopted  a  series  of  ten  concepts,  which,  if  imple- 
mented, would  help  meet  the  stated  charge  to  the  Conference.  These  concepts 
with  interpretive  comments  are  presented  for  the  guidance  of  delegates  to  the 
White  House  Conference  on  Aging. 

(1)  There  are  no  known  diseases  specifically  attributable  to  the  passage  of 
time,  but  diseases  and  health  problems  which  frequently  develop  in  the  elderly 
render  the  general  health  status  of  the  aged  not  as  favorable  as  that  of  younger 
age  groups. 

No  one  can  predict  that  a  specific  condition  will  occur  in  any  person  after 
the  passage  of  a  specific  period  of  time.  It  is  recognized  however  that  the 
health  problems  of  the  aged  may  be  more  pressing  than  those  in  younger  age 
groups  because  of  lower  income,  compulsory  retirement,  lack  of  meaningful 
activity,  fear  of  becoming  dependent,  loosening  of  family  ties,  fewer  commu- 
nity contracts,  and  other  factors. 

For  the  most  part  however  the  aged  who  are  sick  usually  present  the  same 
many-sided  problems  to  the  physician  as  the  sick  of  any  age. 

(2)  Since  the  vast  majority  of  older  citizens  are  not  sick  any  program  on  be- 
half of  older  citizens  should  place  emphasis  on  keeping  them  well. 

Only  four  per  cent  of  the  population  over  65  are  in  institutions — ^nursing 
homes,  homes  for  the  aging,  mental  hospitals,  and  other  long-term  stay  hos- 
pitals. The  remaining  96  per  cent,  19  million  people,  are  living  in  the  com- 
munity, usually  in  their  own  homes  or  in  the  homes  of  children  or  relatives. 

The  chronic  conditions  most  of  the  aged  have  are  not  disabling  in  terms  of 
the  individual's  present  activity  and  mode  of  living.  In  1965-67  only  13.8  per 


^oee  SLatemeiiL,  page  ^uo.  .      .   „  _ 

1  This  paper  contains  concepts  adopted  by  the  AMA  House  of  Delegates,  June  1971,  with 
interpretive  comments. 
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cent  of  the  aged  in  the  community  were  unable  to  carry  on  their  major  ac- 
tivity, namely  work  or  keep  house.  The  term  "chronic"  refers  only  to  the 
duration  of  a  disease  or  disability,  not  to  its  severity. 

The  overwhelming  majority  of  older  people  have  the  experience,  skill,  and 
knowledge  to  make  greater  contributions  to  society  than  they  presently 
have  opportunity  to  make.  They  constitute  a  major  national  resource. 

(3)  Encouraging  older  persons  to  ajssume  functioning,  valuable  roles  in  the 
family  and  community  will  reduce  their  emotional  problems  and  iinprove  their 
general  health. 

Many  of  the  medical  ills  affecting  older  people  are  the  product  of  emotional 
complications  which  disturb  normal  physiological  processes,  intensifying 
disease  processes,  and  interfere  with  healing.  The  older  person  may  have 
the  feeling  that  he  is  no  longer  needed  or  wanted  by  family  or  community, 
and,  therefore,  he  has  difficulty  coping  with  the  usual  stresses  of  living. 

Some  people  will  have  behavioral  problems  more  harrassing  than  their 
medical  problems.  Often  their  solution  lies  primarily  in  restoration  of  a  sense 
of  worth.  The  more  that  an  older  person  is  encouraged  to  feel  functioning  and 
valuable,  the  less  need  he  will  have  to  resort  to  inadequate  substitutes  for 
self-respect. 

(4)  The  health  of  all  people — including  those  in  the  older  age  group — can  be 
significantly  improved  by  adoption  of  a  positive  health  program  including  (1) 
periodic  health  appraisals,  (2)  planned  regular  physical  exercises,  (3)  planned 
activities  to  challenge  their  thinking,  (4)  diet  planning  to  avoid  obesity  and  mal- 
nutrition, (5)  modifications  of  habits  that  might  be  detrimental  to  health,  such  as 
the  overuse  of  alcohol,  drugs,  and  tobacco,  and  (6)  participation  in  other  pre- 
ventive medical  programs. 

Good  health  requires  not  only  the  observance  of  a  sound  exercise,  nutri- 
tion, and  living  program,  but  a  reason  for  being  well.  A  sense  of  purpose  and 
the  opportunity  to  contribute  to  others  are  vital. 

Many  factors  operative  in  the  earlier  years  may  affect  the  health  of  the 
middle-age  or  aged  individual.  Therefore,  greater  emphasis  must  be  placed 
on  the  importance  of  a  periodic  health  examination  as  a  routine  procedure  to 
be  repeated  throughout  life. 

In  the  early  and  middle  years  of  old  age,  a  planned  program  of  physical 
exercise  can  help  establish  or  maintain  good  muscular  tone  throughout  the 
body  and  serve  as  an  antidote  for  nervous  tension  and  anxiety. 

Later  years  can  be  a  time  of  challenge.  Learning  capability  does  not  neces- 
sarily decrease  with  age.  Older  people  can  learn  and  develop  new  interests  in 
the  same  fashion  as  the  young. 

Many  elderly  people  suffer  from  malnutrition,  partly  because  of  dietary 
fads  learned  in  their  younger  years.  Their  requirements  for  proteins  and 
minerals  remain  about  the  same  as  for  young  adults,  but  fewer  calories, 
carboljydrates,  and  fats  are  needed. 

The  well  aging,  as  do  any  other  members  of  the  community,  need  immuni- 
zation as  protection  against  infectious  diseases.  In  general,  infectious  dis- 
eases involve  a  greater  threat  of  serious  morbidity  or  mortality  among  the 
aged  than  they  do  in  younger  age  groups. 

Out  of  frustration,  fear,  and  ignorance,  many  people  have  looked  for  pana- 
ceas from  persons  who  claim  to  have  medical  skills  they  do  not  possess.  The 
public,  particularly  the  aged,  must  be  educated  about  the  health  hazards 
posed  by  chiropractic,  naturopathy,  naprapathy,  and  other  unscientific  cults. 

(5)  Financing  long-term  care  continues  to  present  a  special  problem  for  elderly 
persons.  Means  to  provide  protection  from  the  catastrophic  costs  of  such  care 
should  be  explored  as  well  as  development  of  incentives  to  communities  to  make 
home  health  services  readily  available  as  an  alternative  to  more  costly  institu- 
tional care. 

Extended  care  benefits  under  Medicare  were  offered  as  part  of  a  hospital 
insurance  program  as  a  method  of  preventing  overutilization  of  high-cost 
hospital  beds.  Accordingly,  the  Social  Security  Administration  has  defined 
eligibility  criteria  for  ECF  benefits  based  on  the  need  for  general  medical 
management  and  skilled  nursing  care  on  a  continuing  basis.  Unfortunately, 
there  has  been  a  great  deal  of  confusion  in  the  implementation  of  the  pro- 
gram resulting  in  some  instances  in  retroactive  denial  of  benefits. 

Recent  revisions  in  Medicare  regulations,  as  published  in  the  Federal  Reg- 
ister, June  4,  1971,  allow  a  presumption  of  need  under  specified  conditions, 
thus  reducing  the  threat  of  retroactive  denials.  The  effectiveness  of  these 
changes  cannot  yet  be  evaluated. 
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No  national  program  is  addressed  to  the  need  for  financing  long-term 
institutional  care  designed  to  meet  the  social  and  rehabilitative  needs  of  the 
chronically  ill.  Failure  to  address  the  many  facets  of  this  socio-economic 
problem  distorts  the  operations  and  inflates  the  cost  of  medical  programs. 

Long-term  institutional  care  requires  the  attendance  of  skilled  health  pro- 
fessionals, but  of  a  more  limited  scope  than  that  provided  by  hospitals  or 
extended  care  facilities  under  Medicare.  This  type  of  care  requires  medical 
supervision  but  relatively  little  medical  care.  It  is  usually  aimed  at  helping 
the  patient  achieve  the  highest  possible  level  of  function  and  comfort.  The 
real  need  is  to  provide  financing  for  room  and  board,  personal-support  serv- 
ices, and  supervision  by  physicians  and  allied  health  personnel  as  needed  for 
long  periods  of  time. 

Long-term  institutional  care  presents  a  financial  hardship  for  many  fam- 
ilies, frequently  even  for  those  in  middle  income  or  higher  income  groups. 
To  protect  individuals  and  families  from  the  catastrophic  cost  of  such  care, 
means  of  financing  long-term  institutional  care  should  be  explored. 

Institutional  care  for  the  aging  has  been  a  major  expenditure  under  both 
Titles  XVIII  and  XIX  of  the  Social  Security  Act.  Much  of  this  expenditure 
occurs  because  of  a  serious  lack  of  appropriate  alternatives.  Many  patients 
could  be  discharged  to  their  homes,  and  many  hospitals  and  nursing  home 
stays  could  be  reduced  if  home  health  services  could  be  provided.  Although 
payment  for  home  health  services  may  be  available  under  Medicare,  Medi- 
caid or  some  private  health  insurance,  in  many  communities  such  financing 
and  the  services  themselves  do  not  exist.  Incentives  to  communities  to  make 
available  and  adequately  fund  these  services  must  be  found. 

(6)  There  should  be  no  selective  social  discrimination  against  the  aged  solely 
on  the  basis  of  age. 

Social  attitudes  towards  the  elderly  frequently  constitute  a  major  road- 
block to  equitable  treatment  of  the  aged.  There  is  an  unfortunate  tendency 
for  some  to  look  upon  the  aged  as  a  dependent,  debilitated  group,  all  of 
whom  need  special  treatment. 

In  fact,  older  people  are  not  alike.  Their  abilities,  attitudes  and  problems 
differ  as  much  as  they  do  among  the  young.  For  these  reasons,  the  aged  de- 
serve consideration  as  individuals,  some  of  whom  need  special  treatment  but 
most  of  whom  do  not. 

Many  older  people  do  not  want  to  be  looked  upon  as  different  from 
younger  persons.  They  resent  strenuously  any  efforts  in  this  direction.  Older 
people  do  not  want  to  be  segregated  or  isolated ;  they  want  to  be  an  integral 
part  of  the  community. 

(7)  Since  compulsory  retirement  and  artificial  barriers  to  employment  based 
on  age  can  be  prime  factors  in  the  deterioration  of  health,  midd'e-aged  and  older 
workers  should  be  afforded  equal  opportunities  with  others  for  gainful  employ- 
ment, based  on  their  personal  desires  and  capabilities. 

Compulsory  retirement,  tied  to  chronological  age,  does  not  consider  the 
wishes  of  the  individual,  his  fitness  to  continue  work  or  his  personal  prob- 
lems. Compulsory  retirement  may  therefore  impair  the  health  of  individuals 
whose  job  represents  a  major  source  of  status,  creative  satisfaction,  social 
relationships  or  self-respect.  Job  separation  may  well  deprive  such  a  person 
of  his  feeling  of  accomplishment  and  leave  him  floundering  in  a  motivational 
vacuum.  If  so,  he  may  soon  overconcern  himself  with  his  own  normal  physio- 
logical functions  and  exaggerate  minor  physical  or  emotional  symptons.  The 
nation  pays  for  failure  to  provide  equal  employment  opportunities  for  older 
w^orkers  by  increased  dependency  of  the  aged. 

Current  labor  force  participation  trends  indicate  that  one  out  of  every  six 
men  in  the  55-64  age  category  will  no  longer  be  in  the  work  force  by  the  time 
he  reaches  his  64th  birthday.  Ten  years  ago  this  ratio  was  only  one  out  of 
eight. 

Many  middle-aged  and  older  workers  are  unemployed  or  are  forced  into 
early  retirement  because  they  are  not  equipped  for  jobs  in  modern  tech- 
nology. Yet,  older  workers  generally  are  capable  of  working  in  many  occu- 
pations and,  in  many  instances,  may  actually  excel!  younger  persons  because 
of  their  superior  judgment,  experience  and  safety  of  performance.  Tech- 
nological advances,  by  taking  away  much  of  the  physical  stress  of  work, 
have  placed  a  premium  on  the  abilities  that  many  older  workers  possess. 

Progress  has  been  made  in  opening  up  jobs  for  workers  under  65  by  pas- 
sage of  the  Age  Discrimination  in  Employment  Act  of  1967.  More  needs  to  be 
done,  however,  to  create  work  opportunities  for  older  workers  to  inform  them 
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of  such  job  opportunities,  and  to  encourage  industry  to  create  situations  for 
part-time  employment. 

Section  5  of  the  Age  Discrimination  Act  of  1967  directed  the  Secretary  of 
Labor  to  study  institutional  and  other  arrangements  giving  rise  to  invol- 
untary retirement  and  report  his  findings  with  appropriate  legislative  recom- 
mendations to  the  President  and  to  the  Congress.  A  shortage  of  funds  delayed 
this  study,  but  apparently  it  is  now  well  under  way. 

(8)  Workers  who  are  capable  and  who  personally  desire  to  postpone  retirement 
should  be  encouraged  to  do  so  by  modification  of  the  work-income  test  under  the 
Old  Age  and  Survivors  Insurance  Program  and  by  adoption  of  flexible  retirement 
policies  by  both  industry  and  government. 

Biological  age,  not  chronological  age,  should  be  used  in  deciding  when  a 
man  should  retire.  Despite  the  benefits  to  both  the  older  employee  and  the 
economy  from  such  policies,  the  recent  trend  seems  to  have  been  the  other 
way.  Not  only  do  fewer  employers  seem  to  be  experimenting  with  deferred  or 
flexible  retirement,  but  compulsory  retirement  is  increasingly  being  set  at 
lower  ages. 

Flexible  retirement  plans  can  provide  a  period  of  transitional  adjustment 
for  increased  leisure  time  during  retirement  years.  These  plans  may  allow 
phasing  out  through  a  reduced  work  week  or  emplojrment  at  a  less  demanding 
level  of  responsibility.  For  an  individual  who  prefers  a  less  vigorous  work 
schedule  as  he  grows  older,  such  an  arrangement  can  give  him  an  opportunity 
to  continue  providing  worthwhile  service. 

The  work-income  test  under  the  OASI  program  conflicts  with  the  socially 
desirable  goal  of  encouraging  older  persons  to  continue  in  employment  if  they 
so  desire.  Continued  employment  would  not  only  help  the  aged  to  maintain 
a  satisfactory  standard  of  living,  but  would  help  them  achieve  benefit  ade- 
quacy in  final  retirement.  Modifying  the  work  income  test  would  also  improve 
the  financing  of  the  social  security  system. 

(9)  A  voluntary  pension  system  transferable  among  employers  (vesting) 
should  be  devised  to  encourage  the  expansion  and  improvement  of  private  pension 
coverage. 

A  high  proportion  of  pension  coverage  has  already  been  achieved  in  major 
industries  and  in  stable  employment  situations.  A  portable  voluntary  pension 
system,  which  would  enable  workers  to  preserve  previously  earned  and 
vested  pension  credits  even  though  they  move  from  job  to  job,  would  encour- 
age expansion  of  private  pension  coverage. 

(10)  A  formula  for  fulfillment  for  the  aged  should  include  (a)  independence 
and  self-esteem;  (b)  opportunities  for  work,  part-time  or  full-time,  on  a  paid  or 
volunteer  basis  ;  (c)  continued  meaningful  participation  in  family  and  community 
life  ;  (d)  adequate  housing ;  (e)  ability  to  enjoy  leisure  time  and  participation  in 
recreational  activities;  (f)  continuing  personal  self  appraisal;  and  (g)  avail- 
ability of  protective  services  and  medical  and  nursing  care. 

The  older  person  needs  to  understand  himself  as  an  individual  and  to  establish 
habits  in  keeping  with  his  own  self-image.  He  needs  to  accept  himself  as  he  is. 
with  his  strengths  and  limitations.  He  should  be  encouraged  to  be  independent, 
yet  Involved  with  others  for  inspiration  and  stimulation. 

Aging  people  should  be  provided  during  their  middle  years  with  opportunities 
to  prepare  for  life  in  the  years  to  follow.  This  means  that  they  should  be  en- 
couraged to  adapt  their  work  or  activity  patterns  to  their  changing  capacities. 
Some  measure  of  activity  is  essential  for  meaningful  living  in  retirement. 

Regardless  of  age,  getting  the  most  out  of  life  is  an  individual  quest.  However, 
as  one  grows  older,  barriers  to  meaningful  living  arise  more  frequently.  The 
impact  of  these  restrictions  will  be  lessened  if  all  people  recognize  that  the 
greatest  need  of  a  human  being,  apart  from  physical  survival,  is  a  sense  of  purpose 
in  life  and  recognition  of  his  worth  by  others. 


ITEM  3.  PREPARED  STATEMENT  OF  EDWIN  C.  BROWN,* 
SECRETARY-TREASURER,  RHODE  ISLAND  AFT^CIO 

We,  of  the  AFL-CIO,  are  grateful  to  you,  Senator  Pell,  for  showing  your  con- 
cern for  the  health  of  the  elderly  by  holding  this  hearing  in  the  capital  City  of 
Rhode  Island. 


♦See  statement,  page  282. 
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Also,  we  of  the  AFL-CIO  appreciate  this  opportunity  to  appear  before  this 
Subcommittee  of  the  U.S.  Senate  because  we  believe  we  have  a  contribution  to 
make  in  regard  to  improving  health  care  of  our  Medicare  recipients.  We  are  not 
satisfied  in  the  manner  in  which  the  health  of  our  older  neighbors  is  being  cared 
for  during  their  advanced  years.  Fears  that  come  with  advancing  age  must  be 
alleviated  and  life  made  more  enjoyable  for  this  important  segment  of  our 
citizenry. 

When  the  time  comes  for  our  senior  relatives  and  neighbors  to  actually  lay  aside 
the  worries  of  the  world  of  work  and  the  day  to  day  turmoil — they  are  confronted 
with  the  agonizing  fear  of  their  health  care.  Plow  are  they  to  receive  their  basic 
health  care  needs — and  meet  the  ever  increasing  cost  of  health  care. 

During  the  past  five  years,  we  of  the  Rhode  Island  AFL-CIO,  have  been  par- 
ticularly concerned  over  the  inadequacies  of  the  American  health  care  delivery 
system.  The  system  has  failed.  It  is  medieval — fragmented — and  far  too  expensive. 

This  is  particularly  true  for  those  over  65  years  of  age.  Due  to  the  high  cost 
of  health  care,  retirement  money  benefits  fall  far  short  of  meeting  the  need. 

Because  money  is  short,  medical  care  is  not  readily  available — hence,  the  con- 
cern and  worries  of  our  neighbors  increase. 

One  of  the  objectives  of  the  AFL-CIO  is  to  devise  a  system  where  we  can  provide 
good  health  care  to  our  Medicare  recipients  in  a  hospital  based,  nonprofit,  prepaid 
group  medical  plan. 

After  five  years  of  intensive  health  care  planning,  we  believe  we  have  some  con- 
structive proposals  to  ofi'er  to  improve  the  inequities  of  Medicare  under  Social 
Security. 

When  Social  Security  was  enacted  35  years  ago,  it  was  a  bold  and  forward  look- 
ing step.  However,  since  then,  benefits  under  social  security  have  been  playing 
catch-up — and  not  too  successfully.  Most  of  the  steps  to  improve  the  program 
over  the  years  have  been  far  from  bold.  These  steps  have  been  aimed  at  alleviat- 
ing the  obvious  hardships  of  the  retired  population  that  was  struggling  to  keep 
abreast  of  the  rising  cost  of  living. 

Five  years  ago  a  significant  gain  was  made  in  the  Social  Security  program. 
Medicare  was  added.  The  enactment  of  this  feature  came  about  after  several 
years  of  bitter  struggle. 

This  occasion  provided  Congress  the  opportunity  to  build  a  rational  national 
health  care  system.  However,  Congress  was  not  able  to  restructure  the  delivery 
system.  The  insurance  industry,  and  pockets  of  the  medical  establishment,  forced 
Congress  to  superimpose  on  the  existing  system  a  financing  mechanism  resem- 
bling private  insurance.  It  was  designed  to  follow  the  mechanism  of  the  fee-for- 
service  fragmented  system.  Insurance  companies  have  taken  a  "public  be  damned" 
attitude  about  cost  and  quality  controls.  Bills  are  paid  without  question  and  the 
costs  go  up  and  up. 

Medicare  did  recognize  prepaid  group  practice  systems,  but  concocted  a  re- 
imbursement procedure  that  was  inefficent,  uneconomical,  and  unnecessarily 
burdensome.  In  spite  of  all  the  roadblocks,  prepaid  group  practice  plans  proved 
successful  becjiuse  they  acquired  and  retained  enrollees  despite  the  government's 
imposed  obstacles. 

Because  of  the  built-in  high  cost  factors,  Medicare  has  been  too  expensive  and 
the  level  of  health  care  has  been  short  of  the  needs.  It  is  ironic  that  those 
who  originally  opposed  the  introduction  of  Medicare  are  the  ones  who  have 
become  rich  and  those  who  it  intended  to  help  have  been  the  victims. 

The  experience  under  Medicare  proved  that  by  merely  spending  more  and 
more  money,  the  level  of  health  care  will  not  be  improved.  The  health  care  in  the 
United  States  is  nowhere  as  good  as  the  money  being  spent  should  provide. 

In  industry,  high  wages  and  high  cost  is  offset  by  greater  efiiciency  and  high 
productivity.  This  is  precisely  what  is  lacking  in  the  health  care  industry. 

There  is  ample  evidence  that  w^hen  health  services  are  better  planned  and 
organized,  costs  can  be  contained  and  a  high  level  of  care  can  be  provided. 

There  is  no  question  that  we  must  reset  our  priorities.  That  job  must  not  be 
delayed  any  longer.  The  money  barrier  must  be  removed.  We  must  stop  re- 
stricting the  right  to  life  and  good  health  to  those  who  have  the  ability  to  pay — 
and  deny  this  right  to  the  poor  and  those  in  Medicare. 

The  do-nothing  advocates  present  the  argument — good  health  is  too  expensive. 
Tax  increases  will  wreck  the  country.  Doctors  will  be  regimented.  The  falla- 
cious argument  of  free  choice  of  doctors  is  presented  and  the  old  threat  of  social- 
ism will  follow. 

These  arguments  are  specious  and  do  not  hold  water.  If  we  were  getting  our 
money's  worth,  America  would  be  the  healthiest  nation  and  the  longest  lived 
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nation  on  earth.  Why? — because  we  spend  more  money  on  health  services  than 
any  other  nation.  More  in  total  cash,  more  per  person,  and  more  as  a  percentage 
of  gross  national  income. 

It  is  perfectly  clear  we  do  not  need  to  spend  more  money.  We  must  restruc- 
ture the  health  care  industry.  No  other  profession,  no  other  craft  or  trade,  is 
fragmented  so  chaotically  and  is  so  wasteful. 

Bold  steps  are  long  overdue.  We  must  not  permit  the  next  opportunity  to  im- 
prove our  nation's  health  pass  us  by.  There  is  something  fundamentally  wrong 
with  a  system  that  gears  the  earnings  of  doctors  to  the  sickness  of  their  pa- 
tients. The  earnings  of  hospitals  to  the  number  of  beds  they  can  keep  filled. 

Few  people  go  to  doctors  until  they  feel  sick  enough  to  justify  the  expense  in 
time  and  money.  Then  the  doctor  is  faced  with  non-medical  problems.  Can  the 
patient  afford  the  treatment  he  needs?  Does  he  have  the  money?  Is  he  insured? 
Is  he  eligible  for  Medicare  or  Medicaid?  Is  his  credit  good?  These  are  not  medi- 
cal questions,  and  it  is  unfair  that  the  doctor  should  be  forced  to  let  them  in- 
fluence his  medical  judgment. 

After  some  firsthand  experience,  we  of  the  AFL-CIO  believe  we  have  the  an- 
swer to  many  of  the  shortcomings  of  the  present  system.  We  will  not  go  into  a 
complete  review  of  that  now.  We  will  mention  some  changes  that  should  be 
made  for  the  elderly. 

We  are  convinced  that  Medicare  requirements  must  be  updated  so  that  Medi- 
care enrollees  may  have  the  opportunity  of  enrolling  a  prepaid  group  practice 
medical  plan. 

We  believe  that  a  hospital  based,  nonprofit,  prepaid,  group  practice  health 
maintenance  organization  will  best  serve  this  segment  of  our  population. 

Such  a  plan  draws  together  a  group  of  medical  specialists  so  that  a  patient 
can  receive  comprehensive  treatment  at  one  location. 

Fortunately,  for  the  people  of  Rhode  Island,  such  a  health  maintenance  or- 
ganization exists  in  Rhode  Island. 

On  June  1st  of  this  year,  the  Rhode  Island  Group  Health  Association  started 
delivering  services  to  a  selected  number  of  enrollees.  It  has  met  with  growing 
success.  In  addition  to  treating  people  who  are  ill,  the  Plan  features  modern 
preventive  medicine.  The  primary  concern  is  to  keep  people  well,  rather  than  care 
for  them  when  they  are  sick  and  the  cost  becomes  expensive. 

Therefore,  we  propose  that  the  Congress  make  it  possible  for  Medicare  people 
to  enroll  in  such  prepaid  HMO's.  By  doing  so,  the  level  of  health  care  for  sub- 
scribers will  be  raised  and  government  will  save  tax  dollars. 

The  cost  to  the  government  will  be  reduced  because  the  Medicare  people  will 
not  be  visiting  a  physician  on  a  fee-for-service  basis.  That  is — each  and  every 
time  he  or  she  visits  a  physician  at  his  office  there  is  the  usual  office  visit  charged 
the  government.  On  the  other  hand,  in  a  HMO  the  patient  may  visit  a  center 
such  as  the  Rhode  Island  Group  Health  Association  as  many  times  as  it  is 
medically  required  and  the  government  will  only  be  required  to  prepay  the  one 
set  monthly  charge. 

There  are  other  features  that  must  be  provided  for  our  Medicare  recipients — 
transportation. 

Because  of  their  age,  and  in  some  cases,  infirmity,  transportation  must  be 
provided  so  that  they  may  be  picked  up  and  transported  to  a  HMO  and  returned 
to  their  home. 

In  addition  to  the  health  care  provided  at  the  HMO  family  center,  there  must 
be  provisions  made  to  take  advantage  of  some  of  the  mobile  medical  units  that 
provide  health  care. 

Many  of  the  health  problems  of  the  aged  are  concerned  with  eyes — feet — and 
dental.  A  mobile  unit  should  be  equipped  to  service  these  health  matters  on  a 
regular  schedule  of  visits  to  nursing  homes — housing  for  the  aged,  so  that  on  the 
spot  care  for  Medicare  participants  can  be  rendered. 

There  are  other  mobile  medical  services  that  should  be  provided.  Stroke — 
stroke  is  a  fear  of  all,  yet  early  detection  of  a  possible  stroke  is  a  relatively 
simple  matter. 

There  are  many  health  care  plans  now  pending  before  Congress  .  .  .  some  good 
and  others  very  bad.  Some  of  these  Plans  have  many  meritorious  features  that 
will  go  a  long  way  in  helping  to  improve  the  delivery  of  health  care  to  our 
elderly.  These  features  provide  for  Medicare  patients  to  receive  complete  care 
at  a  HMO,  and  the  federal  government  will  assume  most  of  the  total  cost  on  a 
prepaid  basis. 
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Among  the  good  features  of  the  Plans  are : 

(1)  The  benefits  to  the  patients  are  comprehensive  medical  care — 24  hours 
a  day — every  day  of  the  year — in  the  doctor's  office — in  the  hospital — and  at 
home. 

(2)  Availability  of  consultants  in  all  fields  at  no  extra  cost  or  delay. 

(3)  Availability  of  all  hospital  facilities — beds,  lab,  x-ray,  special  tests, 
etc. 

(4)  There  are  no  deductibles  and  no  co-insurance  payments. 

(5)  The  doctor-patient  relationskip  is  maintained  as  in  private  practice. 
The  doctor  can  better  serve  the  patient  because  he  is  assisted  by  ancillary 
medical  specialists  and  is  not  bogged  down  by  trying  to  run  the  business  end 
of  medicine. 

(6)  The  cost  of  drugs  are  much,  much  lower. 

(7)  There  are  no  insurance  forms  to  be  filled  out. 

(8)  Preventive  medicine  is  featured — regular  complete  medical  checkups 
are  provided  with  special  attention  to  early  detection  of  disease. 

(9)  Health  care  education  for  the  patient — diet,  smoking,  hygiene,  etc. 

(10)  These  services  are  provided  in  an  atmosphere  that  is  friendly  and  the 
needs  of  the  patient  are  primary. 

The  government  will  also  benefit : 
(1)  It  will  save  money. 

(a)  the  economy  of  a  group  working  together. 

(b)  preventive  medicine  and  early  discovery  of  the  disease  saves  money. 

(c)  comprehensive  testing  available  at  the  HMO,  and  easy  availability  of 
consultants. 

(d)  reduction  in  hospitalization  saves  money. 

(e)  HMO's  avoid  "over  treatment"  and  excessive  visits  and  tests.  All  lab 
tests,  x-rays,  EKG's  are  included  in  the  one  prepaid  fee. 

(f )  minor  surgery  can  be  performed  in  a  HMO.  Presently,  many  patients 
receive  minor  surgery  in  a  hospital,  and  this  is  expensive. 

(g)  less  paper  work — less  administrative  and  clerical  workers  required. 

(h)  HMO's  are  easier  to  administer  than  several  doctors  in  private  prac- 
tice .  .  .  here  you're  dealing  with  a  group  rather  than  x  number  of  separated 
doctors. 

(i)  the  government  can  budget  better  because  there  is  a  set  fee  and  there 
is  control  of  the  costs. 

HMO's  can  render  this  better  service  because : 

1.  There  is  a  large  group  of  patients  and  sure  payment  by  the  government. 

2.  The  government  will  provide  grants  and  loans, 

3.  The  proposed  amount  of  premium  to  be  provided  by  the  government 
formula  is  generous  enough  to  render  high  quality  care. 

In  addition  to  the  need  to  improve  the  HMO  provisions  of  Medicare,  there  are 
other  improvements  that  should  be  included  in  the  Social  Security  system. 

A  carefully  designed  plan  for  Social  Security  reform  has  been  introduced  in 
Congress  which  would  go  a  long  way  toward  the  needed  improvements.  Various 
proposals  have  included : 

20  percent  increase  effective  January  1,  1972.  This  increase  would  raise  the 
minimum  benefit  to  $120  a  month  in  1972.  The  maximum  benefit  (now  ap- 
proximately $190  a  month )  would  go  to  $340  a  month  in  1974. 

Thereafter,  automatic  increases  geared  to  increases  in  living  costs. 
A  widow's  benefit  at  age  65  equal  to  the  husband's  benefit. 
Improved  benefits  for  workers  retiring  before  65. 
Liberalized  disability  benefits. 

An  increase  from  $1,680  to  $1,800  a  year  in  earnings  permissible  for  re- 
tirees without  loss  of  any  Social  Security  benefits  and  a  liberalization  in  the 
treatment  of  earnings  above  $1,800. 

Elimination  of  the  monthly  premium — for  Medicai-e  part  B  (doctor 
insurance) . 

Extension  of  Medicare  to  out-of-hospital  prescription  drugs. 
Coverage  under  Medicare  of  disabled  persons  under  age  65. 
We  are  well  aware  that  the  purveyors  of  fear  will  preach  that  we  are  em- 
barking on  true  "socialized  medicine."  This  is  just  so  much  hogwash.  HMO's  are 
financed  and  operated  by  the  private  sector  and  the  government  will  only  pay 
for  those  services  it  purchases. 

The  government  is  already  deep  in  the  health  care  business.  It  owns  and 
operates  health  care  facilities — Veterans  Hospitals — the  U.S.  Public  Health 
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Service  Hospitals,  and  medical  facilities  for  armed  forces  personnel  and  their 
dependents. 

So  let's  get  on  with  meeting  the  need  of  the  elderly  and  amend  the  Medicare 
provision  of  Social  Security  so  that  the  elderly  can  live  their  lives  in  dignity 
and  not  be  worried  with  the  fear  of  their  uncertain  future  health  <3are  needs 
being  met. 

Again  we  want  to  thank  you,  Senator  Pell,  for  showing  your  concern  and  we 
look  to  your  support  in  the  enactment  of  legislation  that  will  improve  the  de- 
livery of  health  care  to  the  elderly. 


ITEM  4.  PREPARED  STATEMENT  OF  ELEANOR  F.  SLATER,* 
COORDINATOR,  DIVISION  ON  AGING 

MOBILITY  OF  SENIORS 

Transportation  may  well  be  the  "sleeper"  as  the  prime  issue  at  the  soon-to-be- 
held White  House  Conference  on  Aging.  Almost  every  state  had  Transportation 
as  the  top  priority  in  the  State  White  House  Conferences.  This  makes  sense 
when  one  stops  to  think  about  services  and  programs.  How  do  poor  elderly  get 
to  use  services  and  participate  in  programs  unless  they  have  the  means  to  get 
where  services  are  available? 

Today,  many  of  you  attending  had  to  have  transportation  to  get  here.  Trans- 
portation is  a  real  problem ;  it  is  a  worry,  it  is  a  frustration,  it  is  unobtainable 
to  many.  To  constantly  be  concerned  on  "how  to  get  there",  whether  it  be  to  a 
meeting  with  others,  or  for  a  hot  meal  or  pleasant  socializing,  or  to  get  to  the 
doctor's  office,  a  hospital,  a  clinic,  or  to  go  marketing  for  food  or  any  other 
reasons,  older  people  more  than  any  other  age  group  get  worn  down  and  become 
resigned  to  being  unable  to  be  mobile  and  thus  may  become  isolated.  Because  of 
the  large  numbers  of  older  Americans  who  live  on  limited  incomes  and  the  physi- 
cal limitations  of  driving  as  years  go  on,  the  need  for  transportation  becomes 
more  urgent. 

Public  transportation  and  the  present  concept  of  public  transportation  has  not 
met  what  is  needed  and  wanted.  Fares  increase  as  fewer  passengers  ride.  Trans- 
portation has  got  to  be  consumer  oriented — geared  to  what  passengers  need  and 
to  where  they  must  travel  for  needed  services. 

For  instance,  older  people  cannot  walk  too  far  for  public  transportation  nor 
wait  too  long.  Ofttimes  they  are  physically  not  capable.  Many  times  they  are 
afraid  to  walk  in  certain  neighborhoods.  Violence  has  made  living  in  some 
neighborhoods  a  nightmare. 

What's  to  be  done?  For  a  starter,  we  believe  we  in  Rhode  Island  in  the 
Department  of  Community  Affairs  have  a  good  idea.  A  grant  proposal  has  been 
written  and  delivered  to  the  Department  of  Transportation  in  Washington  for 
a  "Demand  Delivery"  Transportation  system,  a  pilot  project  to  be  inaugurated 
in  the  Pawtucket-Central  Falls-Attleboro  area.  With  16  passenger  electric  ve- 
hicles and  using  a  computer  to  sort  calls,  a  vehicle  will  pick  up  a  passenger  at 
his  or  her  address,  deliver  to  a  particular  destination  making  other  pick-ups 
and  deliveries  enroute.  This  system  would  also  make  drop-offs  at  particular 
points  on  the  present  public  transportation  system,  thereby  acting  as  a  "feeder" 
line.  This  system  would  be  available  to  all  people,  commuters  and  normal  users 
of  public  transportation.  By  its  unique  house-to-house  service,  it  would  be  espe- 
cially usable  by  elderly  and  disabled  people.  Embossed  identification  cards  would 
be  used  to  record  the  boarding  and  passenger  miles  used.  Those  who  are  re- 
ceiving Old  Age  Assistance  would  be  proportionately  credited.  This  is  all  pos- 
sible because  of  special  equipment  and  computers.  The  important  point  is  that 
NO  cash  is  handled  by  driver  or  passenger. 

We  are  awaiting  at  this  date  to  hear  from  the  Federal  authorities  about  this 
grant.  Funds  were  to  have  been  available  in  June  from  the  1971  Federal  budget 
but  those  funds,  the  Division  on  Aging  was  told  by  the  Department  of  Trans- 
portation in  Washington,  had  to  be  diverted  to  summer  programs  in  big  cities 
of  this  country.  The  grant  is  "still  alive"  from  the  latest  contact  we  have  had. 
So  I  live  in  hope.  ,  .  ^    *  . 

The  studv  report  done  for  the  Rhode  Island  Division  on  Aging  titled  Agmg 
in  the  Rhode  Island  Community,  1970"  gives  data  on  physical  conditions  which 


♦See  statement,  page  236. 
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do  not  necessarily  hospitalize  people  but  identifies  those  who  can  get  around, 
however  limited.  For  example:  arthritis  is  one  of  the  most  prevelant  diseases 
of  the  aged,  yet  only  about  58%  of  the  elderly  in  Rhode  Island  who  have 
arthritis  indicated  having  received  medical  help  for  this  painful  and  crippling 
disease ;  only  about  35%  of  those  suffering  from  varicose  veins  received  medical 
assistance.  There  are  similar  examples  for  hemorrhoids,  anemia,  constipation, 
and  sinus  as  well  as  conditions  which  may  mask  early  warning  signs  of  more 
severe  problems.  Note  that  these  are  diseases  for  which  hospitalization  may  not 
be  required.  Yet  they  are  painful  and  frequently  motion-restricting. 

Only  new  and  dramatic  ways  are  going  to  answer  this  transportation  problem 
in  order  that  health  problems  can  get  better  attention  and  care.  It  must  be  an- 
swered first  in  order  to  have  elderly  people  mobile,  able  to  get  to  where  the 
action  is  for  their  own  well-being,  physically  and  mentally.  We  will  keep  trying ! 
Older  Americans  must  keep  pushing  for  their  needs.  We  are  glad  to  have  the 
attention  and  ear  of  the  United  States  Senate  Committee  on  Aging  with  our 
Senator,  Claiborne  Pell,  a  member  of  that  Committee.  Thank  you,  Senator. 


ITEM  5.  PREPARED  STATEMENT  OF  DR.  MARY  MULVEY,*  VICE- 
PRESIDENT,  NATIONAL  COUNCIL  OF  SENIOR  CITIZENS 

Senator  Pell  and  Members  of  the  Committee:  I  am  happy  to  be  given  the 
opportunity  to  speak  at  this  hearing  on  "Medicare  and  Medicaid"  and  related 
health  care  for  the  elderly. 

Adequate  medical  care,  at  costs  they  can  afford,  is  one  of  the  principal  problems 
facing  onr  elderly  persons  today.  Their  ability  to  solve  this  problem  is  dependent 
upon  their  income,  and  the  availability  of  medical  care  at  a  cost  within  the 
reach  of  their  income. 

This  medical  care  and  cost  problem  grows  in  proportion  to  the  number  of 
elderly  people,  who  already  total  over  100,000  in  Rhode  Island.  On  the  average, 
our  aged  spend  more  than  3  times  as  much  for  health  care  as  those  under  65 
do — $590/year  as  against  .$19o/year.  At  the  same  time,  about  half  of  the  families 
in  the  65-plus  group  have  incomes  considerably  below  the  median  for  all  Rhode 
Island  families ;  while  the  aged  persons  living  alone,  with  relatives,  or  others 
have  significantly  lower  incomes. 

There  is  wide  variation  of  income  among  these  citizens.  A  recent  Rhode  Island 
Survey  by  the  Rhode  Island  Council  of  Community  Services,  reviewed  in  the 
Providence  Evening  Bulletin,  January  18,  1971,  reported  that  the  median  income 
for  Rhode  Island  families  in  the  over-65  group,  in  the  1967-69  period,  was  $4,347. 
The  national  median  was  higher — $4,802;  while  the  median  for  the  under-65 
group  was  $10,085.  In  1970  the  national  median  for  the  over-65  group  was  $5,053, 
and  for  the  under-65  group  was  $10,541.  The  median  of  654  individuals  alone  or 
with  relatives  was  only  $1,951. 

Fifty-three  percent  of  the  aged  families  in  this  State  had  incomes  below  the 
intermediate  urban  budget  set  by  the  U.S.  Bureau  of  Labor  Statistics. 

The  elderly  poor  are  the  only  U.S.  poor  whose  numbers  are  increasing.  From 
1965  to  1966,  the  poor  under  age  65  fell  by  a  dramatic  drop  of  10%.  In  the 
same  period  the  number  of  poor  65  and  over  rose  nearly  2  percent.  In  1969 — 
the  latest  year  for  which  official  figures  are  available — close  to  5,000,000  men 
and  women  age  65  were  below  the  poverty  line  and  millions  more  elderly  persons 
were  very  close  to  it.  The  number  of  impoverished  elderly  increased  by  200,000 
in  1969  and  has  been  increasing  year  after  year  for  many  years.  Projections  show 
that  the  aged  will  continue  to  lag  in  income  between  now  and  1980. 

Briefly,  according  to  the  poverty  index  used  by  the  Office  of  Economic  Op- 
portunity, there  are  close  to  30  percent  of  the  non-institutionalized  65-plus  people 
who  live  below  the  poverty  level ;  and  according  to  the  Bureau  of  Labor  Statistics' 
budget  for  an  elderly  couple,  described  as  "modest  but  adequate,"  we  find  that 
more  than  40  percent  of  the  non-institutionalized  aged  fall  below  this  level  (U.S. 
Department  of  Labor,  BLS,  Retired  Couple's  Budget  for  Moderate  Living  Stand- 
ard, U.S.  GPO,  Washington,  D.C.  20402,  1968),  This  low  level  is  particularly 
hazardous  to  them  because  of  their  critical  health  care  needs  and  problems. 

And  for  older  persons  in  New  England  (including  R.I.),  and  other  North- 
eastern cities,  the  problem  is  even  more  crucial,  since  the  cost  of  living  for  retired 


*See  statement,  page  255. 
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couples  in  this  area  is  the  highest  in  the  country  as  revealed  by  BLS  Survey 
mentioned  above  (See  following  chart).  Total  costs  of  a  budget  can  vary  from  as 
little  as  $296  a  month  in  small  Southern  towns  to  about  $400  in  large  North- 
eastern cities  such  as  Boston,  Hartford  and  New  York. 

ANNUAL  COSTS  OF  THE  RETIRED  COUPLE'S  BUDGET,  URBAN  UNITED  STATES,  39  METROPOLITAN  AND  NONMETRO- 
POLITAN  AREAS— AUTUMN  1966,  INDEXES  OF  COMPARATIVE  LIVING  COSTS  BASED  ON  THE  RETIRED  COUPLE'S 
BUDGET 

[Adapted  from  U.S.  Department  of  Labor,  BLS  report,  1968,  by  Dr.  Mary  C.  Mulvey] 


100  percent= 
U.S.  urban 

Area  Costs     average  cost 


Urban  United  States       $3,869  100 

Metropolitan  areas.,      4,006  104 

Nonmetropolitan  areas...        3,460  89 

Honolulu,  Hawaii        4,434  115 

Hartford,  Conn      4,352  112 

New  York-Northeastern  New  Jersey   4,323  112 

Boston,  Mass      4,298  111 

Seattle- Everett,  Wash      4,260  110 

Buffalo,  N.Y      4,204  109 

San  Francisco-Oakland,  Calif      4,171  108 

Portland,  Maine     4,108  106 

Milwaukee,  Wis...     4,083  106 

Indianapolis,  Indiana       4,076  105 

Washington,  D.C.-Maryland-Virginia   4,044  105 

Champaign-Urbana,  III      4,023  104 

Cleveland,  Ohio     4,010  104 

Philadelphia,  Pa-N.J...       4,005  104 

Los  Angeles-Long  Beach,  Calif     3,991  103 

Minneapolis-St.  Paul,  Minn   3,971  103 

Chicago,  lll.-Northwestern  Indiana     3,970  103 

Cedar  Rapids,  Iowa     3,939  102 

St.  Louis,  Mo.-lllinois   3,939  102 

Pittsburgh,  Pa        3,917  101 

Lancaster,  Pa   3, 916  101 

Denver,  Colo      3,907  101 

Baltimore,  Md      3,873  100 

Kansas  City,  Mo.-Kans   3,866  100 

Detroit,  Mich     3,849  99 

Wichita,  Kans     3,847  99 

San  Diego,  Calif       3,840  99 

Green  Bay,  Wis   3, 814  99 

Bakersfield,  Calif      3,786  98 

Dayton,  Ohio      3,771  97 

Cincinnati,  Ohio-Kentucky-Indiana     3,760  97 

Nashville,  Tenn       3,721  96 

Orlando,  Fla_        3,688  95 

Dallas,  Tex          3,639  94 

Houston,  Tex       3,628  94 

Durham,  N.C       3,608  93 

Atlanta,  Ga  .     3,581  93 

Austin,  Tex      3,534  91 

Baton  Rouge,  La     3,486  90 

Nonmetropolitan  areas  (places  with  population  of  2,500  to  50,000)    3, 687  95 


Medical  costs  in  Rhode  Island  run  way  ahead  of  the  national  average.  The 
average  reimbursement  for  hospital  bills  for  the  aged  in  Rhode  Island  under  the 
Federal  Medicare  program  in  1969  was  $307,  as  compared  to  a  national  average 
of  $237.  The  average  Medicare  reimbursement  for  out-of -hospital  medical  bills, 
mostly  for  charges  by  doctors,  was  $104  as  against  a  national  average  of  $87. 

Federal  Medicare  for  the  elderly  represents  a  great  social  advance  but,  be- 
cause of  the  increases  in  hospital  rates  and  other  medical  services,  it  pays  less 
than  half  (45  percent)  of  senior  citizens'  health  costs.  Since  the  beginning  of 
the  Federal  Medicare  program,  the  out-of-pocket  deductible  for  the  first  day  of 
hospital  costs  under  Part  A  has  risen  from  $40.00  to  $60.00,  a  50%  increase  in 
four  years — due  to  the  spiraling  hospital  costs  per  day.  Out-of-pocket  premium 
payments  by  older  people  under  Part  B  of  Medicare  have  increased  from  $3.00 
per  month  to  $5.60  per  month — an  increase  of  87%  in  four  years ;  and  the  outlay 
by  older  people  for  Rhode  Island  Blue  Cross  Plan-65,  which  fills  some  of  the  gaps 
of  Medicare,  has  increased  by  64%.  Thus,  for  only  partial  coverage  for  out-of- 
hospital  medical  care,  older  people  must  pay  a  total  of  $12.75  a  month  in  pre- 
miums :  for  Part  B  ($5.60)  and  for  Blue  Cross  Plan-65  ($7.15),  making  an  annual 
outlay  of  $153.00.  Many  elderly  cannot  afford  to  enroll  in  Blue  Cross  Plan-65. 
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An  additional  financial  burden  is  the  cost  of  prescription  drugs  that  our  older 
people  are  required  to  pay,  which  many  times  exceeds  the  medical  costs  per  year. 
Immediate  improvements  in  the  Federal  Medicare  must  be  made,  namely  the 
elimination  of  the  financial  barriers  of  deductibles,  and  premium  payments  for 
Part  B,  the  inclusion  in  Medicare  of  the  cost  of  prescription  drugs,  eye  care,  eye- 
glasses, dental  care,  dentures,  hearing  aids,  and  routine  foot  care,  as  well  as  the 
extension  of  hospital  coverage  to  365  days.  All  persons  on  Social  Security  Dis- 
ability should  be  enrolled  automatically  in  Medicare. 

A  graphical  description  of  cost  coverage  by  Medicare,  Parts  A  and  B  and 
Blue  Cross  Plan-65  follows. 

SUMMARY  OF  BENEFITS 


Type  of  health  care  service— Pt.  A 


Social  Security  Medicare 
coverage— Pt.  A 


Blue  Cross—  Plan  65  coverage 


1  Care  as  bed  patient  in  the  hospital, 
semiprivate  room  and  board,  and 
general  nursing  service,  X-rays, 
drugs,  supplies,  etc. 


2.  Extended  care  facilities  (approved 
nursing  homes,  etc.) 


Home  health  visits  by  nurses,  physical 
therapists,  home  health  aides,  or 
other  health  workers  under  specified 
conditions. 

Pt.  B 

Doctor  and  office  calls  or  visits  to  the 
hospital  or  extended  care  facilities. 


90  days  in  full  during  a  spell  of 
illness,  except  1st  $60,  and  $15 
per  day  for  61st  through  90th 
days.  An  additional  "lifetime 
reserve"  of  60  days,  paying  all 
but  $30  per  day. 

20  days  in  full;  80  extra  days  w/ith 
patient  paying  $7.50  per  day. 
Patient  must  be  admitted  within 
14  days  after  his  discharge  from 
hospital,  and  must  have  been 
patient  in  hospital  for  3  days  in 
a  row. 

Up  to  100  visits..   


Surgeon,  assistant  surgeon,  anesthesi- 
ologist. 

X-ray,  other  diagnostic  tests  in  hospital 

outpatient  department. 
Hospital    outpatient    treatment  for 

accidents  and  medical  emergencies. 
X-rays,  taken  in  the  doctor's  office. 
Home  health  agency  services  (same  as 
-i  No.  3  above),  ambulance  service, 

prosthetic  devices,  and  medical  and 

.surgical  supplies  for  use  outside  the 

hospital. 

^Prescription  drugs  and  medicines  for  No  coverage 
use  outside  the  hospital. 


Pt.  B 

Pays  80  percent  of  reasonable 
charges  after  you  pay  $50 
deductible  each  year. 


Pays  80  percent  of  reasonable 
charges  after  $50  deductible. 


Pays  1st  $50  and  then  $15  per  day. 


No  coverage. 


Do. 


Pays  $50  deductible  and  remaining 
20  percent  of  reasonable  charges 
to  give  full  coverage. 


No  coverage. 


Do. 


Note:  Pt.  A:  no  premium;  eligibility  requirements.  Pt.  B:  $5.60  monthly;  no  eligibility  requirements  except  age  (65+) 
$21.45  quarterly. 

In  addition  to  the  shortcomings  of  Medicare  coverage,  many  of  our  older  per- 
sons are  not  getting  reimbursed  for  their  costs  because  they  do  not  understand 
how  to  go  about  it.  Some  don't  submit  their  bills.  Others  lose  out  because  the 
information  which  they  receive  on  statements  for  Medical  Services  under  Part  B 
does  not  explain  why  they  will  not  receive  what  they  expect.  This  misunderstand- 
ing arises  in  part  because  the  information  contained  on  such  bills  is  that  a  part 
of  the  bill  is  "not  covered  by  Medicare"  or  some  similar  notification.  The  fact  is,  of 
course,  that  the  Medicare  law  allows  the  carrier  to  pay  80%  of  the  reasonable 
charge.  If  the  physician  charges  an  amount  beyond  that  which  is  determined  as 
reasonable,  the  carrier  is  required  by  the  Social  Security  Administration  to  cut 
the  total  amount  back  to  what  has  been  determined  under  the  provisions  of  the 
law  to  be  a  reasonable  amount. 

If  the  physician  charges  an  amount  beyond  "reasonable",  the  older  person 
should  be  notified.  However,  neither  the  Administration,  the  doctors  nor  the  car- 
riers make  any  reference  in  their  notice  to  beneficiaries  about  the  reasonableness 
of  the  charge. 

The  Social  Security  Administration  should  require  the  carriers  to  notify  the 
beneficiaries  in  clear,  precise,  and  unmistakable  terms  the  reason  for  the  reduc- 
tion in  the  amount  reimbursed. 
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Older  persons  should  be  instructed  thoroughly  on  all  phases  of  applying  for 
reimbursement  under  Part  B,  They  should  also  be  aware  that  it  is  not  always  a 
case  of  reimbursement.  In  other  words,  older  persons  are  not  required  to  pay 
their  medical  fees  before  they  receive  Part  B  Medicare  coverage.  They  may  pre- 
sent the  physician's  statement  to  the  Part  B  carrier,  namely  Blue  Cross,  and 
receive  payment  due. 

Still  another  problem  arises  because  the  Medicare  Part  B  statements  are  sub- 
mitted on  Blue  Cross  letterhead.  Because  of  this,  many  people  over-65  assume  that 
they  are  enrolled  in  Blue  Cross.  Again  this  fuzziness  about  the  whole  program 
should  be  eliminated. 

Training  in  Senior  Citizens  Advocacy  is  in  order  so  that  they  will  learn  all 
phases  of  benefits  under  Medicare,  and  all  methods  of  collecting  their  health  care 
costs,  meager  though  they  be. 

To  correct  the  deficiencies  in  Medicare,  we  support  The  National  Health  Se- 
curity Bill,  now  pending  in  Congress,  S-3  and  H.R.  22 — ^which  would  pay  at  least 
70  percent  of  the  health  costs  of  all  Americans,  including  the  elderly. 

That  modern  health  services  are  not  available  to  millions  of  Americans  is- 
generally  recognized.  A  Louis  Harris  public  opinion  poll  taken  recently  showed 
the  U.S.  public  favors  national  health  insurance  by  a  margin  of  nearly  two  to  one. 
The  poll  also  revealed  that  four  out  of  five  Americans  favor  new  arrangements  in 
the  organization  and  delivery  of  health  services. 

The  idea  that  private  insurance  is  providing  or  can  provide  adequate  health 
services  for  all  Americans  is  a  dangerous  myth.  More  than  one  in  every  five 
Americans — 20  percent  of  the  U.S.  population — are  not  protected  against  the 
most  costly  care,  namely,  hospital  services  and  surgery.  More  than  half  the  people 
in  the  U.S.  have  no  insurance  protection  against  the  costs  of  doctor  bills  for  out- 
patient services,  and  only  a  miniscule  number  of  Americans  have  insurance  pro- 
tection against  dental  bills. 

Under  S-3  and  H.R.  22,  the  most  comprehensive  health  insurance  legislation 
before  Congress,  every  American  would  be  eligible  to  receive  a  wide  range  of 
health  services  under  a  program  that  imposes  no  out-of-pocket  charges  of  any 
kind  on  beneficiaries. 

Medical  care  today  is  a  crazy  quilt  paid  for  with  private  and  Government 
funds.  Medical  bills  are  paid  in  part  by  private  health  insurance,  in  part  by 
workers'  out-of-pocket  payments,  in  part  by  public  welfare  funds,  and  in  part  by- 
Medicare  health  insurance  for  the  elderly. 

National  health  insurance  proposed  under  S-3  and  H.R.  22  would  be  financed 
by  taxes  on  employers,  employees,  the  self-employed,  and  on  unearned  individual 
income,  and  by  Federal  general  revenue.  The  workers'  share — 1  percent  of  wages 
and  unearned  income  up  to  Sl.5.000  a  year — is  not  a  new  tax.  Workers  are  now 
paying  almost  that  amount  for  the  Medicare  program. 

Moreover,  S-3  and  H.R.  22  would  greatly  reduce  out-of-pocket,  non-reimbursed 
medical  expenses  while  providing  better  and  more  comprehensive  health  services. 
The  employer's  contribution  under  S-3  and  H.R.  22  would  be  just  about  what  many 
employers  now  pay  for  inadequate  private  health  insurance  for  their  workers. 

Federal  general  revenue  would,  under  this  legislation,  pay  for  approximately 
half  the  total  cost  of  the  program  :  so  this  would  not  be  a  new  outlay  since  Medi- 
care for  those  age  65  or  over,  and  Medicaid,  the  Federal-State  program  for  health 
care  for  the  needy,  and  other  Federal  health  care  expenditures  represent  a  large 
and  growing  portion  of  the  Federal  budget.  National  health  insurance  proposed 
under  S-3  and  H.R.  22  would  absorb  these  present  heavy  outlays. 

There  is  no  reason  to  suppose  the  situation  would  change  if  Congress  should 
turn  over  national  health  insurance  legislation  for  administration  to  private 
insurance  companies. 

By  contrast,  national  health  insurance  proposed  under  S-3  and  H.R.  22  incor- 
porates built-in  financial,  professional  and  other  standards  and  incentives  to 
encourage  preventive  medical  care,  and  early  diagnosis,  as  well  as  better  treat- 
ment of  disease  and  disability  once  it  has  occurred. 

The  nressins  need  for  a  genuine  program  of  national  health  insurance  is  the 
worsening  health  outlook  for  the  millions  of  low-and  middle-income  Americans. 

These  men  and  women  can  expect  seven  fewer  years  of  life  than  their  more 
affluent  neidibors.  Their  babies  have  as  much  chance  of  surviving  as  babies  in 
Equador  while  the  mothers  have  as  much  chance  of  healthy  childbirth  as  the 
women  of  Costa  Rica. 

Some  of  the  specific  benefits  to  the  elderly  that  would  result  in  passage  of 
the  National  Health  Security  Bill  are : 
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Comparison — Medicare  and  Proposed  National  Health  Security  Act 
IV.  Elderly  (those  now  covered  by  Medicare) 

A.  All  elderly,  all  other  residents,  would  be  covered  for  all  NHS  services.  Unlike 
Medicare  (Part  A  hospitalization),  eligibility  would  not  depend  on  past  employ- 
ment status.  Unlike  Medicare  (Part  B  physicians'  services),  eligibility  would 
not  depend  on  enrollment  or  payment  of  monthly  premiums, 

B.  Covered  services  would  be  broader  than  under  Medicare.  Some  services  cov- 
ered under  NHS  but  not  under  Medicare  would  be : 

Prescription  drugs  (with  limitation) 

No  limitation  on  needed  hospitalization  or  home  health  services :  Eyeglasses, 

hearing  aids,  etc. 
Preventive  services 

Psychiatric  care  (with  lesser  limitation  than  Medicare) 

C.  Like  everyone  else,  elderly  would  pay  1%  of  income  up  to  $15,000,  except 
Social  Security  income.  However,  they  would  be  relieved  of : 

1.  Monthly  premium — $5.60  for  a  single  individual  and  $11.20  for  a  couple 
(beginning  July  1, 1971) 

2.  Part  A  (hospitalization)  payments: 

Deductible— $60.00 

Coinsurance — hospital  ($15 — 61st  to  90th  day)  and  nursing  home 
($7.50  starting  at  21st  day) 

3.  Part  B : 

$50  deductible 
20%  coinsurance 

Additional  doctor  fees  where  doctor  does  not  accept  assignment  (Medi- 
care limitation  on  fee) 

4.  Cost  of  items  covered  under  NHS  but  not  under  Medicare  (see  IV.  B 
above) 


ITEM  6.  PREPARED  STATEMENT  OF  WADE  C.  JOHNSON,*  EXECUTIVE 
DIRECTOR,  HOSPITAL  ASSOCIATION  OF  RHODE  ISLAND 

Mr.  Chairman :  I  am  VTade  C.  Johnson,  Executive  Director  of  the  Hospital  As- 
sociation of  Rhode  Island.  The  membership  of  our  Association  consists  of  all  of 
the  voluntary,  non-profit  and  state  government  hospitals  in  the  State  of  Rhode 
Island.  We  certainly  appreciate  this  opportunity  to  speak  before  the  Senate  Sub- 
committee of  Health  Care  for  the  Elderly  on  the  problems  of  the  delivery  of 
health  care  to  the  elderly  as  the  hospitals  in  our  state  view  them.  We  will 
address  ourselves  this  morning  primarily  to  many  of  the  concerns  shared  by  the 
hospitals  of  Rhode  Island  relative  to  the  problems  of  the  Medicare  and  Medicaid 
programs  and  offer  our  suggestions  on  ways  to  improve  the  programs  and  some 
thoughts  about  the  existing  and  pending  legislation  affecting  the  programs. 

At  the  outset,  I  would  like  to  make  a  few  general  observations.  I  assume  that 
all  of  us  are  here  not  merely  to  look  at  the  effectiveness  of  certain  health  pro- 
grams in  themselves,  but  more  out  of  a  concern  for  the  net  effect  of  all  the 
programs  on  the  quality  of  life  for  the  millions  of  Americans  whom  we  classify 
as  the  elderly.  As  you  surely  know  better  than  I,  this  quality  of  life  is  affected 
t)y  many  variables — economic,  social,  environmental,  as  well  as  the  important 
one  of  health  services — which  society  needs  to  evaluate  both  by  study  and  ob- 
servation and  by  hearing  from  the  elderly  themselves. 

Having  sounded  this  note  of  caution.  I  can  now  say  it  is  our  impression  that 
Medicare,  despite  its  problems,  has  made  a  significant  contribution  toward  im- 
proving the  quality  of  life  for  the  elderly  in  this  country. 

The  Medicare  program  committed  the  Federal  government  to  the  responsi- 
bility of  financing  most  health  services  for  this  major  segment  of  the  population. 
In  so  doing.  Medicare  relieved  the  elderly  of  both  the  financial  roadblock  and  the 
^'welfare"  label  as  barriers  to  services  which  had  become  their  right  to  expect. 
As  you  so  well  know,  it  is  now  widely  accepted  that  health  care  is  no  longer 
a  privilege  for  only  those  who  can  afford  it,  but  rather  it  is  an  inherent  legal  right 
of  all  individuals. 

Also,  we  think  it  can  be  said  without  contradiction  that  Medicare,  more  than  any 
other  single  development  in  the  health  field  in  the  last  five  years,  has  served  to 


*See  statement,  page  261. 
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bring  into  focus  tlie  weaknesses  and  problems  (as  well  as  tbe  strengths)  of 
healili  care  delivery  in  this  country.  In  doing  so,  however,  it  has  exacted  a  high 
price  both  iu  terms  of  the  cost  to  the  taxpayer  and  in  terms  of  additional  prob- 
lems in  the  health  care  system  generated  by  the  program  itself. 

What  impact  the  Medicare  program  would  have  on  health  care  institutions 
and  health  care  costs  was  little  understood  by  the  Federal  Government  before 
the  program  started.  Millions  of  people  were  suddenly  thrust  into  a  system 
which  was  not  structured  to  accommodate  them.  There  was  an  increased  demand 
for  services,  but  limited  supplies  of  medical  manpower  and  facilities  to  meet 
the  demand.  Hospitals  were  also  faced  with  increasing  their  patient  service 
capabilities,  especially  since  they  were  now  providing  services  previously  given 
by  individual  physicians.  The  result  was  the  rapid  escalation  of  hospital  costs. 
In  the  first  three  years  of  both  Medicare  and  Medicaid,  hospital  costs  rose  by  59 
per  cent ;  doctors'  fees  jumped  29  per  cent. 

While  this  sharp  increase  in  hospital  costs  can  be  partly  attributed  to  the 
general  inflationary  spiral  affecting  the  country,  we  would  also  point  out  that 
Medicare  went  into  operation  at  a  time  when  hospitals  were  faced  with  com- 
pliance under  the  Federal  minimum  wage  laws  for  all  their  employees.  Hospitals, 
which  for  years  had  paid  their  workers  less  than  most  other  workers,  were  faced 
with  the  enormous  cost  of  "catching  up."  That  these  pay  increases  multiplied 
costs  rapidly  is  due  to  the  fact  that  nearly  70  percent  of  the  total  costs  of 
hospitals'  operation  are  for  salaries  and  wages  alone. 

We  would  also  like  to  point  out  that  the  Medicare  program  has  had  a  significant 
impact  on  the  administrative  costs  of  a  hospital,  particularty  in  the  financial 
department,  causing  health  care  costs  to  increase.  These  increases  are  due  to  such 
things  as  (1)  the  division  of  the  Medicare  program  into  Parts  A  and  B,  making 
it  necessary  for  the  hospital  to  send  out  separate  billings;  and  (2)  the  require- 
ment that  hospitals  maintain,  by  hand.  Medicare  program  statistics  for  year-end 
cost  allocations,  because  the  computerized  output  from  the  Social  Security  Ad- 
ministration (SSA)  is  unacceptable  and  because  SSA  will  not  authorize  funds  to 
local  intermediaries  to  program  this  data  on  their  computers. 

In  addition,  outpatient  claim  processing  continues  to  be  a  massive  bookkeeping 
problem  caused  by  the  deductibles  and  co-insurance  feature,  by  considerable  delays 
in  the  receipt  of  Explanation  of  Benefit  forms,  confusion  on  the  part  of  the  patient 
as  to  what  he  is  responsible  for,  and  resulting  payment  delays  under  the  Medicaid 
program. 

A  moment  ago,  we  referred  to  the  lack  of  understanding  on  the  part  of  the 
Government  with  respect  to  the  impact  of  Medicare.  We  would  couple  with  this, 
the  almost  total  lack  of  fiscal  planning  to  properly  implement  the  program  and 
meet  all  the  objectives  called  for  by  the  legislation.  At  the  time  the  Medicare 
legislation  was  being  prepared,  actuarial  and  fiscal  cost  estimates  made  by 
Government  ofl^cials  and  Congress  were  considered  much  too  low  by  the  voluntary 
health  care  system,  which  was  called  upon  to  carry  out  the  services  called  for  in 
the  health  program.  Hospitals,  at  that  time,  had  urged  that  cost  projections  be 
re-worked  and  increased,  but  this  was  not  done.  As  a  result,  the  costs  of  the 
Medicare  program  have  repeatedly  exceeded  the  original  Federal  estimates. 

As  with  certain  administrative  aspects  already  cited,  this  financial  embarrass- 
ment has  contributed  to  serious  problems  in  the  closely  related  Medicaid  program. 
Because  of  large  cost  overruns  in  Rhode  Island's  Medicaid  program.  State  ofl3cials 
decided  in  October  of  1969.  to  pay  hospitals  only  90  percent  of  their  costs  for 
services  rendered  to  Medicaid  patients.  Faced  with  the  threat  of  a  court  suit  by 
the  member  hospitals  of  our  Association,  the  State  reverted  back  to  the  full 
reimbursement  policy.  But  this  did  not  permanently  solve  the  problem — to  which 
we  shall  refer  later  again  in  discussing  prospective  reimbursement. 

Section  232  of  H.R.  1,  the  Social  Security  Amendments  for  1971,  would  permit 
each  state  to  determine  "reasonable  costs"  under  the  Medicaid  and  Maternal  and 
Child  Health  Programs.  The  states  would  no  longer  be  required  to  reimburse 
hospitals  under  those  programs  on  the  same  basis  as  under  Medicare. 

We  believe  that  H.R.  1  should  contain  a  precise  definition  of  "reasonable  costs" 
and  that  the  determination  of  "reasonable  costs"  should  be  uniform  among  the 
Medicare,  Medicaid  and  Maternal  and  Child  Health  Programs.  It  is  only  with 
the  precise,  agreed-upon  definition  of  "reasonable  costs"  that  we  believe  progress 
will  be  made  toward  an  effective  and  eflScient  reimbursement  formula. 

Since  hospitals  generally  are  not  in  a  position  to  absorb  any  unreimbursed 
costs,  any  underpayment  for  Medicaid  beneficiaries  tends  to  be  passed  on  to  other 
patients,  such  as  self -pay  patients  and  Blue  Cross  patients. 
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The  passage  of  the  Medicare  and  Medicaid  programs  underscored  the  funda- 
mental weaknesses  in  health  care  financing.  The  programs  assumed  the  burden 
for  the  payment  of  health  care  bills  of  a  large  segment  of  the  population,  but 
explicitly  renounced  any  obligation  to  share  in  the  meeting  of  the  total  needs  of 
our  health  care  system,  except  as  that  system  met  the  needs  of  the  program 
beneficiaries. 

Out  of  a  deep  concern  for  the  need  of  greater  financial  stability  within  the 
voluntary  health  care  system,  the  American  Hospital  Association,  of  which  our 
Hospital  Association  is  an  associated  member,  issued  a  set  of  guidelines  by  which 
the  financial  shortcomings  which  have  plagued  hospitals  for  a  long  time,  could 
be  overcome. 

In  its  Statement  on  the  Financial  Requirements  of  Health  Care  Institutions 
and  Services,  the  American  Hospital  Association  (AHA)  declared  that,  collec- 
tively, all  purchasers  of  health  care,  particularly  all  major  third-party  purchas- 
ers, have  an  obligation  to  recognize  and  share  in  all  the  financial  requirements 
and  needs  of  institutions  providing  that  care.  The  AHA  Statement  on  Financial 
Requirements  identified  these  financial  requirements  of  health  care  institutions 
as  all  the  current  operating  needs  related  to  patient  care  and  all  those  related  to 
capital  needs.  (The  entire  list  of  these  financial  requirements  and  their  compo- 
nents are  found  in  appendix  A), 

The  provision  of  health  care  today  has  become  the  nation's  third  largest  indus- 
try. More  than  $20  billion  a  year  is  spent  on  hospital  care  alone.  We  would 
strongly  agree  with  the  American  Hospital  Association  that  the  financing  of 
health  care  institutions  must  be  carried  out  on  a  business-like  basis. 

Most  industries  in  our  economy  rely  on  operating  revenues  to  finance  the  pro- 
duction of  their  products  or  services  and  the  means  of  producing  them.  The  financ- 
ing of  the  health  care  system,  however,  has  been  chronically  insufficient  to  do  this. 
Some  institutions  have  been  financed  largely  through  community  philanthropy, 
others  have  been  dependent  on  government  appropriations  or  grants,  and  only  a 
few  have  been  able  to  rely  solely  on  operating  revenues  as  an  adequate  source 
of  funds. 

The  AHA  Statement  on  Financial  Requirements  takes  into  account  the  follow- 
ing as  necessary  to  the  proper  method  of  financing  health  care  institutions : 
(1)  The  institution's  responsibility  to  the  community  ;  (2)  the  need  for  systematic 
financing  of  all  their  operating  and  capital  needs ;  (3)  a  rationale  for  proper 
planning  of  facilities  and  services  with  due  regard  for  regional  variations ; 
(4)  incentives  for  economy  and  eflaciency  in  the  delivery  of  high  quality  health 
care;  and  (5)  the  necessity  for  the  maintenance  of  equity  and  the  protection  of 
the  interests  of  both  provider  and  purchaser. 

The  entire  financing  rationale  proposed  by  the  American  Hospital  Association 
recognizes  the  differences  between  the  institutional  health  care  system  and  the 
rest  of  the  economy.  In  the  free  market,  industry  can  alter  either  price  or  quality 
in  order  to  insure  that  current  revenues  are  adequate  to  meet  operating  and  capi- 
tal needs.  Health  care  institutions  do  not  have  these  options.  If  the  quality  of 
health  services  is  to  be  maintained,  the  prices  established  through  bargaining 
between  individual  providers  and  large  groups  of  purchasers  must  provide  reve- 
nue suflBicient  to  finance  these  services. 

The  institutional  health  care  system  differs  from  the  rest  of  the  private  sector 
in  its  philosophy  toward  the  treatment  of  patients  who  are  unable  or  unwilling 
to  pay.  Other  members  of  the  private  sector  maintain  their  right  not  to  sell  their 
products  to  someone  who  cannot  afford  it  or  is  unwilling  to  pay  for  it.  Community 
hospitals,  because  of  their  public  responsibility,  do  not  take  such  action.  The  right 
to  receive  service  regardless  of  the  ability  to  pay  is  extended  to  the  entire  com- 
munity, and  consequently,  the  entire  community  has  an  obligation  to  share  in 
these  costs. 

Because  of  the  significant  problem  in  financing  patient  care  operations  created 
by  these  nonpaying  patients,  by  the  necessity  to  maintain  standby  services,  and 
by  the  research  and  educational  responsibilities  of  health  care  institutions,  the 
limited  capital  payments  that  are  currently  included  in  contractual  reimburse- 
ment schemes,  often  must  be  diverted  toward  meeting  operating  needs.  Thus,  the 
health  care  system  has  had  increasing  diflaculty  in  maintaining  the  expanding  its 
capital  facilities  to  keep  pace  with  population  growth,  community  needs,  tech- 
nological advancements  and  the  like. 

The  Statement  on  Financial  Requirements  corrects  both  operating  and  capital 
deficiencies  by  obligating  all  purchasers  of  care  to  share  equally  in  meeting  all 
the  operating  and  capital  needs.  However,  the  statement  recognizes  that  it  can- 
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not  ask  this  of  all  purchasers  without  the  institution's  full  participation  in  the 
community's  health  planning  mechanisms  and  recognition  of  its  role  in  the  de- 
livery of  comprehensive  health  care  to  the  community. 

Although  a  basic  implication  of  the  AHA  Statement  on  Financial  Require- 
ments is  expansion  of  the  Federal  Government's  role  in  financing  the  care  of  the 
aged  and  indigent  through  the  Medicare  and  Medicaid  programs,  the  aggregate 
effect  of  such  a  rational  systematic  financing  approach  is  unlikely  to  significantly 
increase  total  Federal  payments,  because  this  systematic  approach  will  result  in 
a  more  equitable  determination  of  payments  by  all  purchasers  and  a  more  effec- 
tive distribution  of  payments  among  all  providers. 

Finally,  as  regards  the  Statement  on  Financial  Requirements,  we  would  point 
out  that  the  American  Hospital  Association  seeks  a  payment  system  which 
recognizes  a  planned  approach  to  the  financing  of  health  care  priced  through 
rates  which  are  prospectively  determined  between  providers  and  purchasers.  The 
incentives  inherent  in  the  prospective  setting  of  prices  are  well-known  in  our 
economy.  Therefore,  methods  of  payment  based  on  prospectively  determined 
rates  present  real  opportunities  for  improvement  in  meeting  the  objectives  of 
public  accountability,  predictability  and  managerial  effectiveness  as  well  as  the 
other  objectives  contained  in  the  Statement  on  Financial  Requirements.  (Policy 
statement  of  American  Hospital  Association  regarding  implementation  of  its 
Statement  on  Financial  Requirements  contained  in  Appendix  B.) 

We  are  very  encouraged  to  see  that  Section  222  of  HR  1  would  authorize  the 
Secretary  of  Health,  Education  and  Welfare  to  experiment  with  methods  of  re- 
imbursement designed  to  increase  efficiency  and  economy.  Additionally,  it  calls 
for  experimentation  with  methods  of  payment  to  providers  of  health  care  on  a 
prospectively  determined  basis.  The  Hospital  Association  of  Rhode  Island  and  its 
member  hospitals  wholeheartedly  endorse  the  concept  of  prospective  rating  and 
we  would  strongly  encourage  the  Federal  Government  to  continue  experimenta- 
tion in  this  method  of  reimbursement. 

We  would  like  to  point  out  for  the  record  that  the  voluntary  hospitals  of 
Rhode  Island  are  all  presently  operating  under  a  prospective  reimbursement  con- 
tract with  Rhode  Island  Blue  Cross.  We  can  point  with  much  pride  to  the  fact 
that  Rhode  Island  was  the  first  state-wide  group  of  hospitals  since  Medicare  to 
come  under  a  prospective  rating  mechanism  where  rates  were  negotiated  between 
the  payer  and  provider.  What  is  particularly  significant  is  that  the  agreement 
between  the  two  parties  was  reached  voluntarily. 

Although  the  prospective  rating  mechanism  has  been  only  partially  in  effect 
for  this  present  fiscal  year  (ending  October  1,  1971),  we  already  have  some  indi- 
cators that  it  is  having  a  favorable  effect  on  costs.  Based  upon  preliminary  data 
recently  gathered  by  the  Hospital  Association,  the  hospitals  in  Rhode  Island  are 
presently  "under  budget"  when  the  actual  costs  are  compared  with  budgeted 
costs.  It  appears  as  though  significant  dollars  will  be  saved  in  this  one  fiscal 
year  alone  as  a  result  of  the  partially  implemented  prospective  mechanism. 

A  recent  development  in  the  prospective  reimbursement  picture  here  in  Rhode 
Island  was  the  passage  of  a  bill  by  the  Rhode  Island  General  Assembly  making 
the  State  Government,  through  the  State  budget  director,  a  party  to  hospital 
budget  negotiations  between  all  the  voluntary  hospitals  in  the  state  of  Rhode 
Island  Blue  Cross  for  the  hospital  fiscal  year  beginning  October  1,  1972.  In  addi- 
tion to  making  the  State  a  party  to  the  budget  negotiations,  the  new  Rhode 
Island  law  paves  the  way  for  the  State  to  enter  into  a  contractual  agreement 
with  the  hospitals  to  determine  prospective  rates  it  would  pay,  as  a  major  pur- 
chaser of  health  care,  for  Medicaid  and  other  patients.  Presumably,  this  would 
come  about  with  the  passage  of  HR  1  and  the  provisions  of  Section  222  cited 

Medicare  and  Medicaid  principles  of  reimbursement  are  inadequate  to  the 
extent  that  they  do  not  comply  with  the  AHA  Statement  on  Financial  Require- 
ments, specifically  in  non-reimbursement  of  their  respective  share  of  bad  debts 
and  community  free  service  costs  and  failure  to  recognize  growth  working  capital 
needs  of  health  care  institutions.  ^  ,^  . 

\s  a  way  of  concluding  our  testimony  this  morning,  we  would  like  to  address 
ourselves  to  that  which  we  feel  is  necessary  for  changing  the  present  health  care 
svstem  to  insure  the  proper  and  adequate  delivery  of  health  care  to  the  aged  and 
indigent  as  well  as  to  all  Americans.  We  have  discovered  the  hard  way,  through 
Medicare  and  Medicaid,  that  to  pour  additional  money  into  the  existing  system 
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will  not  solve  our  nation's  current  health  care  problems.  What  is  really  needed  is 
a  basic  restructuring  of  the  entire  health  care  delivery  system  and  a  realignment 
of  the  financing  mechanisms.  Plans,  which  we  feel  can  bring  about  these  changes, 
are  contained  in  Ameriplan,  the  national  health  care  program  recommended  by  a 
special  committee  of  the  American  Hospital  Association  (AHA). 

We  need  not  point  out,  though,  that  Ameriplan  is  one  of  many  national  health 
insurance  proposals  to  be  considered  by  Congress  during  the  coming  year.  Each 
of  the  proposals  attempts  to  provide  a  minimum  level  of  health  care  benefits  for 
the  entire  U.S.  population.  Where  they  part  company  is  how  the  needed  reforms 
should  be  carried  out  and  how  they  should  be  financed.  Ameriplan  offers  proposals 
to  restructure  the  entire  system  of  delivering  health  care  services,  as  well  as  a 
method  of  financing  the  services. 

At  the  very  outset  of  our  testimony,  we  said  that  health  care  is  no  longer  a 
privilege  of  the  few  who  can  afford  it,  but  rather  it  is  an  inherent  right  of  all 
individuals.  It  is  upon  this  basic  principle  that  the  goals  of  Ameriplan  were 
founded.  The  corollaries  of  this  principle,  as  stated  in  the  AHA  health  plan,  de- 
clare that  the  dignity  of  the  individual  and  better  community  life  are  functions 
of  health  care ;  that  government  must  assure  the  preservation  and  maintenance 
of  health ;  that  health  services  must  be  delivered  without  regard  to  the  ability  to 
pay,  or  to  race,  creed,  color,  sex  or  age ;  and  that  health  services  must  be  acces- 
sible to  all. 

Some  of  the  goals  of  Ameriplan  call  for  long-range  planning  and  increased  na- 
tional expenditures  for  health  care.  Others  require  little  changes  in  the  ways  that 
health  services  are  presently  delivered.  One  far-reaching  goal  is  that  the  delivery 
of  health  services  must  provide  comprehensive  health  care,  the  five  components 
of  which  are  health  maintenance,  primary  care,  specialty  care,  restorative  care 
and  health-related  custodial  care.  Another  goal  which  reaches  into  the  future  is 
that  the  sy.stem  must  provide  incentives  to  health  care  providers  for  keeping 
people  well. 

At  the  heart  of  Ameriplan  are  Health  Care  Corporations  (HCC's)  organized 
to  manage  and  coordinate  health  services  at  the  community  level.  The  HCC 
would  be  responsible  for  providing  the  five  components  of  care,  either  through 
its  own  resources,  or  through  contracts  with  providers  meeting  approved  stand- 
ards. It  would  be  approved  for  operation  in  providing  services  to  a  defined 
population  group  in  a  specified  geographic  area  by  a  newly-formed  independent 
agency,  the  State  Health  Commission.  This  commission  would  be  answerable  to 
a  National  Health  Commission  having  the  responsibility  at  the  Federal  level 
for  establishing  standards  of  quality  and  regulations  for  the  scope  of  benefits 
and  comprehensiveness  of  services. 

Ameriplan  would  utilize  both  Federal  Government  and  private  financing.  All 
health  care  benefits  that  are  tax-supported  would  be  financed  at  the  Federal 
level,  and  all  present  Federal  and  private  sources  of  financing,  including  prepay- 
ment plans  and  health  insurance  companies  would  be  utilized.  The  broader 
Ameriplan  benefits  package  (see  Appendix  C)  would  make  Medicare  and  Medic- 
aid no  longer  necessary.  For  the  first  time,  all  the  people  of  our  country  would 
be  secure  from  becoming  financially  dependent  or  suffering  loss  of  dignity  as 
a  result  of  illness  or  accident.  The  total  benefit  packages  of  Ameriplan,  when 
interrelated  and  delivered  through  the  Health  Care  Corporations,  would  en- 
compass a  scope  of  benefits  never  before  available  to  any  individual  or  group 
at  a  cost  this  nation  could  afford. 

Realistically  speaking,  none  of  the  health  care  proposals  being  considered 
will  be  enacted  into  law  in  pure  form.  It  is  crucial,  however,  that  final  legisla- 
tion gear  the  necessary  changes  to  existing  resources,  patterns  of  delivery  and 
financial  mechanisms.  It  is  important  that  the  Federal  Government  recognize 
its  role  in  helping  to  bring  about  these  changes  in  an  effective  manner. 

We  acknowledge  that  Senator  Pell  has  his  own  national  health  plan  before 
the  Congress  at  the  present  time.  We  would  like  to  take  this  opportunity  to 
publicly  applaud  him  for  the  outstanding  direction  and  leadership  he  has  pro- 
vided in  behalf  of  better  health  care  delivery  in  the  State  of  Rhode  Island, 
particularly  in  the  areas  of  medical  education,  health  manpower  and  neighbor- 
hood health  centers.  ^  ^         .       ^       ^  , 

We  appreciate  this  opportunity  to  appear  and  present  the  view  of  the  hospitals 
of  Rhode  Island  on  the  problems  of  Medicare  and  Medicaid.  We  stand  ready 
to  cooperate  with  your  committee  in  its  efforts  to  improve  the  delivery  of  health 
care  to  the  elderly. 
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APPENDIX  "A" 

Elements  op  Financial  Bequieements 

(From  the  American  Hospital  Association  Statement  on  the  Financial  Require- 
ments of  Health  Care  Institutions  and  Services,  February  12,  1969) 

A.  CUEEENT  OPEEATING  NEEDS  BELATED  TO  PATIENT  CARE 

1.  Direct  Patient  Care. — Financial  resources  required  to  provide  patient  care 
include  but  are  not  limited  to  salaries,  wages,  employee  fringe  benefits,  services, 
supplies,  normal  maintenance,  minor  building  modification,  and  applicable  taxes. 
This  includes  the  monetary  value  assigned  to  services  provided  through  services 
of  their  members  by  religious  orders  and  other  organized  religious  groups. 

2.  Interest. — Financial  resources  required  to  pay  a  reasonable  rate  of  interest 
on  necessary  funds  borrowed  for  operating  cash  needs  and  capital  needs. 

3.  Educational  Programs. — Financial  resources  required  to  support  educational 
programs  having  appropriate  approval. 

4.  Research  Programs. — Financial  resources  required  to  support  research  pro- 
grams related  to  patient  care,  provided  that  such  programs  have  appropriate 
approval. 

5.  Credit  Losses. — Financial  resources  required  by  the  institution  for  the  tin- 
recovered  financial  needs  arising  from  the  care  of  patients  who  fail  to  fully 
meet  the  obligation  incurred  for  services  received. 

6.  Patients  Unable  to  Pay. — Financial  resources  required  by  the  institution  for 
the  unrecovered  financial  needs  arising  from  the  care  of  patients  who.  because 
of  inability  to  pay,  are  relieved  wholly  or  in  part  of  financial  responsibility  for 
services  received. 

B.  CAPITAL  NEEDS 

1.  Plant  Capital 

(a)  Preservatioyi  and  Replacement  of  Plant  and  Equipment. — The  governing 
authority  of  a  health  care  institution  bears  the  responsibility  of  maintaining, 
utilizing,  and  preserving  the  assets  of  the  institution  entrusted  to  its  custody. 
Funds  must  be  available,  therefore,  to  finance  projects  involving  plant  capital 
assets  that  because  of  deterioration  and  obsolescence  must  be  replaced  in  the 
best  interest  of  the  public. 

(b)  Improvement  and  Plant. — Advances  in  medical  science,  and  in  the  tech- 
nology of  delivering  health  care  services  often  require  expenditures  for  new  units 
of  equipment  and  facilities.  Such  expenditures  represent  a  different  element  from 
expenditures  for  preservation  and  replacement  of  plant  and  equipment.  Suflicient 
financial  resources  must  be  available  for  continued  additional  investment  in  the 
improvement  of  plant  and  equipment  so  that  health  care  institutions  can  keep 
pace  with  changes  in  the  health  care  system. 

(c)  Expansion. — Health  care  institutions  are  expected  to  meet  increased  de- 
mands resulting  from  such  factors  as  population  growth,  discontinuance  of  other 
existing  services,  and  changes  in  the  public's  concept  of  the  delivery  of  health 
care  services.  In  order  to  be  in  a  position  to  respond  to  changing  community 
needs,  health  care  institutions  must  anticipate  their  future  grovrth  patterns  and 
plan  for  the  needed  expansion  of  their  facilities.  There  must  be  assurance  that 
adequate  resources  will  be  available  to  finance  such  individual  programs. 

(d)  Amortization  of  Plant  Capital  Indebtedness. — Health  care  institutions 
increasingly  use  borrowed  funds  to  meet  plant  capital  needs.  Prudent  fiscal  man- 
agement requires  health  care  institutions  to  provide  sufficient  resources  so  that 
funds  can  be  specifically  designated  for  the  amortization  of  plant  capital 
indebtedness. 

2.  Operating  Cash  Needs 

Because  of  fluctuations  in  operating  needs,  the  amount  of  operating  cash  re- 
quired to  meet  fiscal  obligations  as  they  come  due  may  be  subject  to  frequent 
change.  Adequate  cash  reserves  are  essential  to  current  stability  so  that  good 
business  practices  can  be  followed  without  excessive  short-term  borrowing. 

3.  Return  on  Investment 

Investors  in  for-profit  health  care  institutions  are  entitled  to  a  reasonable  re- 
turn on  their  investments. 
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APPENDIX  "B" 

Guidelines  for  Developing  Prospectively  Determined  Rates 

(From  American  Hospital  Association  policy  statement  on  the  implementation  of 
the  Statement  on  the  Financial  Requirements  of  Health  Care  Institutions  and 
Services,  May  6,  1970) 

1.  The  rates  of  payment  for  services  during  a  specific  period  of  time  should  be 
determined  and  agreed  upon  prior  to  rendering  service. 

2.  The  prospective  rates  should  be  in  accordance  with  the  principles  set  forth 
in  the  Statement  on  the  Financial  Requirements  of  Health  Care  Institutions  and 
Services. 

3.  In  each  individual  institution,  the  prospective  rates  should  result  in  appor- 
tionment of  financial  requirements  without  discrimination  among  all  purchasers 
of  care  with  equal  charges  for  comparable  services. 

4.  The  establishment  of  prospective  rates  must  be  supported  by  current  and 
predicted  costs  derived  through  appropriate  budget  and  accounting  systems. 

5.  Institutional  performance  measurements  and  comparative  evaluations  should 
be  based  on  operating  cost  rather  than  full  financial  requirements ;  the  non- 
operating  financial  requirements  should  be  separately  evaluated. 

6.  In  designing  the  payment  system,  consideration  should  be  given  to  the  method 
of  handling  any  significant  unbudgeted  gain  or  loss  in  the  previous  period. 

7.  Provision  should  be  made  for  a  mechanism  for  determining  emergency  ad- 
justments of  prospectively  determined  rates. 

8.  Appropriate  appeal  mechanisms  should  be  established  to  protect  the  rights 
of  all  parties. 

9.  The  organizational  entity  responsible  for  administrative  control  over  the 
payment  process  should  be  established  on  a  statewide  basis  with  appropriate 
local  involvement  in  the  determination  of  rates. 

10.  Designing  and  administering  the  payment  method,  cognizance  should  be 
given  to  the  continuing  relationship  between  provider  and  purchaser. 

APPENDIX  "C" 
Ameriplan  Health  Benefits 
(1)  health  maintenance  and  catastrophic  illness  benefits  package 

This  package  would  be  the  keystone  of  Ameriplan.  It  would  consist  of  bene- 
fits for  health  maintenance  and  benefits  to  protect  every  person  in  the  United 
States  against  the  major  costs  of  catastrophic  illness  or  accident.  These  benefits 
would  be  paid  for  by  the  Federal  government  in  whole  for  the  poor,  and  in  part 
for  the  near-poor  through  general  federal  revenues,  and  for  the  aged  and  all 
others  by  a  tax  collected  through  the  Social  Security  mechanism. 

Benefits  to  protect  against  the  cost  of  catastrophic  illness  or  accident  would 
become  operative  depending  upon  annual  family  income  level,  size  of  family,  and 
amount  of  health  care  expenditures.  Accordingly,  the  poor  would  receive  the 
benefits  immediately  after  exhausting  the  benefits  of  the  Standard  Benefits 
Package,  whereas  persons  with  higher  incomes  would  have  to  expend  a  pre- 
determined amount  before  becoming  eligible  for  these  benefits. 

To  be  eligible  for  the  Health  Maintenance  and  Catastrophic  Illness  Benefits 
Package,  to  which  all  persons  would  be  entitled,  each  person  would  have  to  dem- 
onstrate that  he  has  purchased  or  been  provided  with  the  Standard  Benefits 
Package  and  has  registered  with  a  Health  Care  Corporation. 

(2)   standard  benefits  package 

All  persons  would  be  uniformly  covered  by  this  package,  offered  by  prepayment 
plans  and  private  health  insurance  companies.  Its  benefits  would  consist  of  four 
components  of  care-primary,  specialty,  restorative,  and  health-related  custodial 
care.  These  four  components  of  care  would  provide  all  of  the  care  most  frequently 
required,  such  as  physicians'  services  and  acute  hospital  care,  and  would  empha- 
size ambulatory  services. 

This  Standard  Benefits  Package  would  be  paid  for  in  whole  for  the  poor  and  in 
part  for  the  near-poor  through  general  Federal  revenues.  For  the  aged,  the  Stand- 
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ard  Benefits  Package  would  be  paid  for  by  a  tax  collected  through  the  Social 
Security  mechanism.  All  other  persons  would  purchase  the  Standard  Benefits 
Package  from  prepayment  plans  and  private  insurance  companies. 

(3)    SUPPLEMENTAL  BENEFITS 

One  of  the  basic  precepts  of  Ameriplan  would  be  that  within  reasonable 
limits  those  who  are  able  to  pay  for  their  care  should  do  so.  Accordingly,  for  those 
persons  there  would  be  a  gap  between  the  benefits  provided  under  the  Standard 
Benefits  Package  and  the  benefits  for  protection  against  the  cost  of  catastrophic 
illness  or  accident,  provided  in  the  Health  Maintenance  and  Catastrophic  Illness 
Benefits  Package.  Various  packages  of  supplemental  benefits  to  fill  this  gap  would 
be  available  through  prepayment  plans  and  private  health  insurance  for  those 
who  wish  to  purchase  them. 


ITEM  7.  SUMMARY  OF  PREPARED  STATEMENT  OF  DR.  I'.  JOSEPH 
PESARE,*  MEDICAL  CARE  PROGRAM  DIRECTOR,  RHODE  ISLAND 
MEDICAL  ASSISTANCE  PROGRAM 

I.  Problem  Areas  and  Areas  of  Injustice  as  They  Relate  to  the  Federal/ 
State  Effort  To  Provide  for  the  High  Quality  Medical  Care  of  the 
Elderly  Citizens  65  Years  of  Age  and  Over 

A.  criticism  of  increasing  expenditures  for  medical  assistance 

1.  People  apply  for  and  are  accepted  on  a  Medical  Assistance  Program  pri- 
marily for  medical  reasons  and  the  need  of  fulfilling  medical  needs.  This  repre- 
sents one  of  the  reasons  for  the  dramatic  increase  in  the  utilization  of  serivces 
included  within  the  scope  of  the  Medicaid  Program  within  a  period  of  less  than 
one  year  after  its  implementation. 

2.  I  fail  to  comprehend  the  alarm  and  apparent  surprise  demonstrated  by  cer- 
tain representatives  of  Federal  and  State  Legislatures,  community  action  lead- 
ers and  administrators  of  the  State  Programs  themselves,  as  it  relates  to  this 
increase  in  the  utilization  of  medical  services  by  persons  accepted  on  the  pro- 
gram. Ill  my  opinion  it  simply  means  that  we  do  have  a  live  program  in  action 
rather  than  a  paper  program — which  is  of  no  real  service  to  the  people  for 
whom  it  was  developed. 

3.  We  have  vigorously  opposed  certain  proposals  made  by  certain  critics  of  the 
State  Medicaid  Program.  Proposals  which  have  originated  from  frustration  as 
it  relates  to  their  inability  to  cope  with  the  expanding  financial  burdens  imposed 
by  these  programs.  There  have  been  suggestions  that  we  should  not  be  permit- 
ting these  eligible  recipients  to  reach  out  and  obtain  medical  services  and  sup- 
plies from  the  practitioners  of  their  own  choice.  There  have  been  those  who 
maintain  that  these  should  be  cleared  through  State-organized  and  administered 
clinics. 

We  do  not  feel  that  this  approach  can  be  justified.  We  feel  that  this  approach 
would  detract  from  the  dignity  of  these  recipients  in  need  of  necessary  medical 
services  and  supplies.  We  are  proud  of  the  fact  that  in  the  Rhode  Island  Pro- 
gram, eligible  recipients  are  entitled  to  obtain  medical  services  and  supplies 
from  the  private  practitioners,  Neighborhood  Health  Centers  or  hospital  clinics 
of  their  own  choice. 

B.  increased  expenditures  in  medicaid  programs  as  a  direct  result  of  restric- 
tive INTERPRETATION  OF  FEDERAL  MEDICARE  POLICY  SINCE  196  9 

1.  Skilled  Nursing  Home  care 

(a)  One  of  the  underlying  reasons  for  the  increased  expenditure  for  Skilled 
Nursing  Home  care  must  be  attributed  to  the  recently-imposed  rigid  interpreta- 
tion of  policy  pertinent  to  qualification  for  admission  to  Extended  Care  Facilities 
as  conceived  by  Federal  Medicare. 

(b)  Since  1960,  very  few  cases  have  been  approved  for  the  maximum  100-day 
Extended  Care  Facility  allowance  under  the  provisions  of  Federal  Medicare 


♦See  statement,  page  276. 
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(Part  A),  therefore,  making  it  necessary  for  Medical  Assistance  to  assume  re- 
sponsibility for  the  payment  of  the  full  cost  of  Nursing  Home  care  at  a  time 
earlier  than  the  anticipated  maximum  of  100  days. 

(c)  I  would  continue  to  pose  the  basic  question  pertinent  to  the  intent  of  Public 
Law  89  -07  as  it  applies  to  the  utilization  of  Extended  Care  Facilities.  I  simply 
urge  a  more  liberal  approach  to  this  important  area  of  admissions  of  seriously- 
ill  patients  to  Extended  Care  Facilities. 

2.  Visiting  Nursing  Services 

( a )  Our  State  planning  for  the  cost  of  Visiting  Nursing  Services  was  predicated 
upon  the  fact  that  these  services  would,  for  the  greater  part,  be  paid  for  through 
the  Federal  Medicare  Program.  However,  an  apparent  redefinition  of  standards 
and  Federal  Medicare  policy,  in  1969,  has  created  a  very  real  and  serious  problem 
for  the  Visiting  Nursing  Associations  who  are  providing  home  visits  to  the  elderly 
and  to  the  State  Agency  which  is  responsible  for  23.4  per  cent  of  the  population 
G")  years  of  age  and  over  in  Rhode  Island. 

(b)  It  appears  that,  since  1969,  a  substantial  number  of  our  eligible  recipi- 
ents whom  we  considered  eligible  for  home  health  services  under  the  provisions  of 
title  XVIII  (A)  and  (B)  no  longer  qualify  for  these  skilled  nursing  services.  The 
sitn;ition  becomes  all  the  more  difficult  to  comprehend  when  we  can  obtain  no 
satisfactory  or  logical  answer  to  our  queries  as  to  w^hy  this  restrictive  policy. 

(c)  We  object  very  strongly  to  this  new  policy  by  Federal  Medicare.  If  these 
essential  nursing  services  cannot  be  provided  at  home,  then  we  may  rest  assured 
that  they  will  be  provided  through  unnecessary  extended  hospital  stays  or 
through  unnecessary  admissions  to  Extended  Care  Facilities,  Skilled  Nursing 
Homes  or  Intermediate  Care  Facilities. 

(d)  Title  XIX  has  chosen  not  to  eliminate  the  elderly  and  chronically  ill  from 
eligibility  of  payment  for  visiting  nursing  services.  Title  XIX  chose  to  make 
payment  to  Home  Health  Agencies  for  essential  proper  skilled  nursing  ordered 
by  a  physician.  No  restrictions  were  required  in  terms  of  the  patient  being 
chronically  ill  or  requiring  long-term  health  care.  The  result  of  this  more 
reasonable  title  XIX  policy  is,  of  course,  calculated  to  an  increased  expenditure 
of  title  XIX  funds  for  visiting  Nursing  services. 

C.  INCREASE  IN  FEDERAL  MEDICARE  PREMIUMS,  DEDUCTIBLES  AND  CO-INSURANCE 

1.  When  Federal  Medicare  w^as  implemented  on  July  1,  1966,  the  monthly  pre- 
mium for  the  benefits  under  Part  B  was  $3.00  per  month.  The  premium  has  grad- 
ually increased  up  to  the  present  assessment  of  $5.60  per  month — an  increase 
of  S()  percent. 

2.  In  addition,  the  deductible  for  hospital  payments  increased  from  $40  in 
1906.  to  $60  in  1971,  an  increase  of  50  per  cent. 

3.  The  co-insurance  for  hospitalization  has  increased  from  $10  per  day  to  $15 
per  day  after  the  60th  day  of  in-patient  hospitalization — an  increase  of  50  per- 
cent. 

ITEM  8.  PREPARED  STATEMENT  OF  DR.  P.  JOSEPH  PESARE*  MEDICAL 
CARE  PROGRAM  DIRECTOR,  RHODE  ISLAND  MEDICAL  ASSISTANCE 
PROGRAM 

Provisions,  Policies  and  Problems  Relating  to  Medical  Care  for  the  Elderly 
Through  the  Medicaid  and  Medicare  Programs 

7.  Historical  hacTcground 

A.  Provisions  for  payment  of  the  costs  of  medical  care  by  vendor  payments  un- 
der the  Federal-State  Public  Assistance  programs  have  been  in  effect  since  July  1, 
1952,  in  all  four  categories.  Until  late  in  1964,  the  State  used  a  "pooled  fund"  into 
which  per  capita  payments  were  made  each  month  for  recipients  of  Public  Assist- 
ance money  payments.  The  scope  of  services  provided  was  comprehensive  except 
that  payment  for  nursing  home  care  was  provided  within  the  money  payment  for 
maintenance. 

B.  On  October  1,  1964,  the  State  implemented  a  Federal-State  program  of 
Medical  Assistance  for  the  Aging  for  persons  65  years  of  age  and  over  who  were 


*See  statement,  page  276. 
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not  recipients  of  Public  Assistance  but  who  met  certain  criteria  of  medical  and 
financial  need.  To  help  finance  the  program,  the  enabling  legislation,  which  was 
enacted  in  April  1964,  created  a  "Medical  Care  Fund"  consisting  of  employees' 
contributions  of  1/2  of  1%  of  wages  paid  by  employers  (or  earnings  from  self- 
employment)  up  to  $4,800  in  any  calendar  year,  "except  that  an  employee  adher- 
ing to  a  faith  depending  on  spiritual  healing  is  exempt  from  these  provisions." 
A  full  scope  of  services  was  provided,  including  post-hospital  nursing  home  care. 

Rhode  Island  did  capture  the  spirit  of  the  Kerr-Mills  Act  and  did  provide  for 
a  comprehensive  scope  of  medical  services  and  supplies. 

C.  On  July  1,  1966,  the  Rhode  Island  Medical  Assistance  Program  was  enacted 
under  the  provisions  of  title  XIX  of  the  Social  Security  Act. 

CHARACTEKISTICS  OF  THOSE  WHO  ARE  POTENTIALLY  ELIGIBLE  FOR  MEDICAL  ASSISTANCE 

1.  The  Rhode  Island  Medical  Assistance  Program  provides  payment  for  medi- 
cal services  rendered  eligible  Money  Payment  Recipients — those  persons  receiv- 
ing Money  Payments  through  the  categories  of  Old  Age  Assistance,  Aid  to  the 
Blind,  Aid  to  the  Permanently  and  Totally  Disabled  and  Aid  to  Families  with 
Dependent  Children. 

2.  In  addition,  the  Rhode  Island  Medical  Assistance  Program  provides  pay- 
ments for  medical  services  rendered  to  those  persons  who  are  determined  to  be 
Medically  Needy  Only.  These  are  persons  whose  income  and  resources  are  sufii- 
cient  to  permit  them  to  provide  for  their  basic  needs  in  the  community  but  are 
not  sufficient  to  pay  for  their  medical  needs. 

(a)  This  group  includes  those  persons  who  are : 

( 1 )  65  vears  of  age  and  over. 

(2)  Blind. 

(3)  Disabled. 

(4)  Children  under  the  age  of  21,  deprived  of  parental  support  or  care 
because  of  death,  incapacity,  absence  or  unemployment  of  parents. 

(b)  They  may  have  an  income  of  $2,500  for  a  single  individual ;  $3,500  for 
two  :  and  an  additional  $400  for  each  additional  dependent  child. 

(c)  Their  assets  may  not  exceed  $4,000  of  one  individual ;  $6,000  for  two ; 
and  an  additional  $100  for  each  dependent  child. 

3.  Also  included  within  the  Rhode  Island  Medicaid  Program  are  children 
under  age  21  placed  in  licensed  foster  homes  and  in  institutions  operated  by 
voluntary  organizations. 

4.  Persons  65  years  of  age  and  over  who  are  in-patients  in  mental  health 
facilities  represent  another  group  of  eligible  recipients  of  the  Medical  Assistance 
Program. 

//.  Application  process 

A.  Application  for  the  Rhode  Island  Medical  Assistance  Program  may  be  made 
by  requesting  an  application  form  either  in  person  or  by  phone  or  mail  at  the 
local  welfare  office  in  the  community  in  which  the  person  resides. 

B.  The  form  is  then  completed  by  the  applicant  or  someone  acting  in  his  or 
her  behalf  and  brought  or  sent  to  the  office  designated  for  the  area  in  which  the 
applicant  lives. 

C.  An  eligibility  determination  is  made  within  30  days  of  the  receipt  of  the 
completed  application  except  for  those  cases  requiring  additional  medical  infor- 
mation ;  in  such  cases,  a  decision  will  be  made  within  30  days.  In  every  instance, 
the  applicant  is  notified  in  writing  regarding  eligibility  or  ineligibiltiy.  If  the 
person  is  determined  ineligible,  the  reason  for  his  ineligibility  is  clearly  stated. 

D.  SPECIAL  PROBLEMS  RELATING  TO  APPLICATION  BY  THE  ELDERLY 

We  are  aware  of  special  problems  relating  to  persons  65  years  of  age  and  over 
who  apply  for  Medical  Assistance.  We  realize  many  are  homebound — residing 
in  Skilled  Nursing  Homes  and  Intermediate  Care  Facilities.  We  have  made 
special  effort  to  reach  out  to  these  people  in  the  following  ways  : 

1.  Assigning  special  social  caseworkers  to  assist  persons  residing  in 
Skilled  Nursing  Homes  and  Intermediate  Care  Facilities  and  confined  to 
their  own  homes  in  making  application  for  Medical  Assistance. 

2.  Working  closely  with  Social  Service  Departments  of  all  hospitals  to 
assist  all  who  are  potentially  eligible. 

3.  Maintaining  a  close  liaison  with  the  Division  on  Services  to  the  Aging. 
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4.  Advertising  the  program  through  radio  and  television  programs, 
brochures  and  leaflets. 
We  have  tried  to  utilize  every  channel  through  which  the  potentially  eligible 
may  apply. 

E,  PERIOD  OF  ELIGIBILITY 

1.  The  eligible  aged,  blind  and  disabled  are  certified  for  one  year  on  a  pre- 
enrollment  basis. 

2.  Eligible  family  groups  are  certified  for  six  months. 

3.  Before  the  certification  period  ends,  a  new  application  will  be  sent  to  each 
eligible  person  or  family.  This  application  must  be  filled  out  and  returned  to  the 
local  ofiice  of  the  Department  of  Social  and  Rehabilitative  Services.  Written 
notice  of  eligibility  renewal  or  discontinuance  will  be  sent  to  the  person  or  family. 

F.  EFFECTIX^  DATE  OF  ELIGIBILITY 

1.  Upon  establishing  eligibility,  an  individual  is  entitled  to  in-patient  hospital 
services  and  in-patient  physicians'  services  for  a  three-month  period  prior  to  the 
first  of  the  month  of  application.  For  all  other  medical  services  provided  under 
the  program,  an  individual  is  eligible  from  the  first  day  of  the  month  of  applica- 
tion, provided  all  conditions  of  eligibility  were  met  in  the  month  in  which  the 
services  were  rendered. 

2.  This  is  a  refinement  which  was  implemented  prior  to  the  implementation  of 
the  Rhode  Island  Medical  Assistance  Program  and  subsequent  to  the  Kerr  Mills 
Medical  Assistance  for  the  Aging  Program  implemented  in  1964. 

It  was  implemented  because,  in  many  instances,  it  was  a  serious  current  illness 
which  necessitated  application  for  this  type  of  Medical  Assistance. 

The  eligible  recipient  is  in  need  of  assistance  prior  to  the  date  of  application — 
not  after  the  date  of  certification  of  eligibility. 

3.  People  apply  for  and  are  accepted  on  a  Medical  Assistance  Program  primar- 
ily for  medical  reasons  and  the  need  for  fulfilling  medical  needs.  This  represents 
one  of  the  reasons  for  the  dramatic  increase  in  the  utilization  of  services  included 
within  the  scope  of  the  Medicaid  Program  within  a  period  of  less  than  one  year 
after  its  implementation. 

4.  I  fail  to  comprehend  the  alarm  and  apparent  surprise  demonstrated  by  cer- 
tain representatives  of  Federal  and  State  Legislatures,  community  action  leaders 
and  administrators  of  the  State  Programs  themselves  as  it  relates  to  this  increase 
in  the  utilization  of  medical  services  by  persons  accepted  on  the  program.  In  my 
opinion  it  simply  means  that  we  do  have  a  live  program  in  action  rather  than  a 
paper  program — which  is  of  no  real  service  to  the  people  for  whom  it  was 
developed. 

G.   IDENTIFICATION  OF  ELIGIBLE  RECIPIENTS 

1.  The  check  stub  attached  to  the  financial  assistance  check  is  used  by  Money 
Payment  Recipients  (OAA)  as  the  method  of  current  identification  of  eligibility 
during  the  month  of  issuance. 

2.  For  persons  certified  as  Medically  Needy  Only,  an  eligibility  identification 
card  is  issued  by  the  State  Agency  which  specifies  the  eligibility  period  and  ex- 
piration date. 

3.  In  addition,  all  eligible  recipients  of  the  Rhode  Island  Medical  Assistance 
Program  are  provided  with  a  Plastic  Plate  which  is  used  by  pharmacists  and 
certain  other  vendors  as  an  imprinting  device  for  billing  purposes. 

The  State  Agency  has  been  the  target  of  criticism  by  certain  providers  of 
medical  services  and  a  few  recipients  who  maintain  that  this  represents  an  im- 
pediment to  the  procurement  of  necessary  medical  services. 

In  answer  to  these  criticisms,  I  would  simply  suggest  that  the  State  Agency 
would  find  it  extremely  diflicult,  if  not  totally  impossible,  to  administer  a  com- 
prehensive medical  care  program  on  a  reasonable  and  sound  basis  if  we  were  to 
attempt  to  function  without  a  reasonable  method  of  identifying  those  who  are 
eligible  for  the  benefits  provided  by  the  program. 

///.  Estimate  of  nuniher  of  Rhode  Island  residents  65  years  of  age  and  over 

A.  According  to  the  latest  corrected  census  report  provided  by  the  U.S.  Depart- 
ment of  Commerce,  Bureau  of  Census,  for  the  year  1970 : 

Rhode  Island  has  a  total  population  of  949,723  persons.  The  total  number 
of  persons — age  65  and  over — is  listed  at  103,032,  approximately  10.8%  of 
the  total  population. 


326 


IV.  Scope  of  services  provided  for  the  eligihle  recipients  of  medical  assistance  in 
Rhode  Island 

A.  More  particularly,  we  are  speaking  about  Old  Age  Assistance  recipients  and 
the  Medically  Needy  Only  recipients  who  are  65  years  of  age  and  over. 

B.  It  should  be  noted  that  the  scope  of  services  available  to  both  the  recipients 
of  Old  Age  Assistance  and  the  Medically  Needy  Only  who  are  65  years  of  age  and 
over  are  identical  in  quantity  and  type  of  service  except  for  four  types  of  services 
which  are  available  to  the  Old  Age  Assistance  Recipients  but  not  available  to 
those  who  are  Medically  Needy  Only. 

C.  SEEVICES  NOT  PROVIDED  MEDICALLY  NEEDY  ONLY 

1.  Podiatry  services 

(a)  With  reference  to  podiatry  services,  it  should  be  noted  that  Federal  Medi- 
care does  have  a  program  of  benefits  which  is  even  more  inclusive  than  those 
services  which  are  available  to  the  Money  Payment  Recipients.  I  refer  now  to 
the  surgical  services  of  a  podiatrist  which  are  not  Included  within  the  scope  of 
benefits. 

2.  Optomet?'ic  services 

3.  Aml)ulance  services 

(a)  However,  we  should  note  that  ambulance  services,  for  the  greater  part,  are 
available  to  these  persons  through  Title  XVIII  (B)  of  Federal  Medicare. 


TOTAL  NUMBER  OF  PERSONS  (65  YEARS  OF  AGE  AND  OVER)  ENROLLED  AS  ELIGIBLE  RECIPIENTS  OF  OAA  OR  WHO 
ARE  MEDICALLY  NEEDY  ONLY  UNDER  THE  PROVISIONS  OF  TITLE  XIX 


Type  of  assistance 

1969-70 

1970-71 

OAA    

Medically  needy  only    

  4,613 

   -   21,099 

4,829 
19,499 

It  would  appear  from  these  statistics  that,  at  the  present  time,  a  total  of  24,328 
people  or  23.4  percent  of  the  total  population  of  Rhode  Island  who  are  65  years  of 
age  and  over  are  eligible  for  benefits  under  the  Medicaid  Program  in  Rhode 
Island,  whereas  84,&^:  persons  or  less  than  10  percent  of  the  total  population  are 
eligible  for  the  Rhode  Island  Medical  Assistance  Program. 

N.B. — Rhode  Island  implemented  its  program  of  Medical  Assistance  for  the 
Aging  (MAA)  in  1964,  and  more  recently,  the  Medicaid  Program  under  the 
provisions  of  title  XIX  on  the  basis  of  Pre-EnroUment  of  Eligible  Recipients  who 
would  be  potential  recipients  of  medical  services  and  supplies. 

CHART  I.— DISTRIBUTION  OF  MEDICAL  ASSISTANCE  RECIPIENTS  BY  CATEGORY  OF  ASSISTANCE  FOR  THE 

FISCAL  YEARS  1969-70 


Category  of  assistance  1969-70  1970-71 


Money  payment  recipients: 

OAA  

AB    

AD  

AFDC  


Total  (money  payment  recipients)    

Medically  needy  recipients  only,  recipients  with  characteristics  related  to  the  categories 
of— 

OAA      

AB    


Total  (medically  needy  only)  

Children  in  foster  family  care  

Total  number  of  eligible  recipients  of  medical  assistance. 


4,613 

4, 829 

117 

124 

3,  938 

4,320 

37, 788 

45, 606 

46, 456 

54,  879 

21,099 

19,499 

93 

92 

2,249 

2.435 

5,219 

6, 166 

28,  560 

28, 192 

1,  572 

1,563 

76, 688  84,  634 
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CHART  TOTAL  NUMBER  OF  PERSONS  (65  YEARS  OF  AGE  AND  OVER)  COVERED  BY  FEDERAL  MEDICARE 
(TITLE  XVIII  (A  AND  B))  BLUE  CROSS  65  AND  THE  RHODE  ISLAND  MEDICAL  ASSISTANCE  PROGRAM 
TOGETHER  WITH  THE  PERCENTAGE  ENROLLED  IN  THESE  PROGRAMS 


Type  of  coverage 


Number  of 
persons 
65  years  of 
age  and  over 
enrolled 


Percentage 
of  total 
population 
65  years  of 
age  and  over 
enrolled 


Federal  medicare  (title  XVm  A)      102,130  98.3 

Federal  medicare  (title  XVm  B)    99,170  95.4 

Blue  Cross  (plan  65)   63,070  60.7 

Rhode  Island  medical  assistance  program   24,328  23.4 

Note:  Total  population  65  years  of  age  and  over  in  the  Stats  of  Rhode  Island  in  the  year  1970, 103,932. 1  consider  these 
statistics  highly  significant  in  terms  of  adequate  coverage  of  our  elderly  citizens  under  the  provision  of  title  XVIIi  (A  and 
B),  Blue  Cross  65  and  the  Rhode  Island  medical  assistance  program. 

CHART  lll.-PERCENTAGE  OF  THE  AVERAGE  MONTHLY  CASELOAD  THAT  RECEIVED  1  OR  MORE  MEDICAL  SERVICES 
BY  CATEGORY  OF  ASSISTANCE  (JULY  1,  1966,  TO  JUNE  30,  1971)  (UTILIZATION  RATE) 

(In  percent] 


Fiscal  years- 


Category  of  assistance 

1966-67 

1967-68 

1968-69 

1969-70 

1970-71 

AABD   

61.7 

71.0 

68.8 

65.8 

69.5 

AFDC  

67.7 

71.5 

73.9 

73.9 

74.2 

Total  money  payment  recipients.  

64.2 

71.3 

71.3 

69.5 

73.3 

Total  medically  needy  recipients  

42. 1 

55.2 

59.2 

60.1 

65.8 

Total  recipients  of  medical  assistance  _ 

50.9 

61.7 

64.2 

64.0 

68.5 

Note:  This  tabulation  certainly  would  lend  support  to  the  fact  that  the  Rhode  Island  medical  assistance  program  is  a 
live  program  which  is  certainly  utilized  by  its  eligible  recipients. 

CHART  IV. -SCOPE  OF  MEDICALSERVICES  WITHIN  THE  PROVISIONS  OF  THE  RHODE  ISLAND  MEDICAL  ASSISTANCE 
PROGRAM  ACCORDING  TO  CLASSIFICATION  OF  ELIGIBILITY 


Type  of  service 


Public  assist- 
ance recipi- 
ents (money  Medically 
payment         needy  only 
recipients)  recipients 


Inpatient  hospital  services       Yes   Yes. 

Inpatient  physicians' services-    Yes   Yes. 

Outpatient  physicians'  services: 

Home     Yes-    Yes. 

Office    .  Yes   Yes. 

Diagnostic  and  therapeutic  X-rays   Yes   Yes. 

Clinic     -  No.,...   No. 

Outpatient  clinic  services: 

Clinic   Yes   No. 

Accident  room      .  Yes   No. 

Diagnostic  and  therapeutic  X-rays     Yes   Yes. 

Pharmacy  .  Yes    Yes. 

Drugs     -  -   Yes   Yes. 

Dental  services  -    Yes   Yes. 

Optometric  services    ,   Yes   No. 

Laboratory  services      Yes...   Yes. 

Surgical  appliances    .    Yes   Yes. 

Visiting  nurses  services     Yes   Yes. 

Nursing  home  care      Yes   Yes.i 

Intermediate  care  facility      Yes   No. 

Podiatry  services     -    Yes   No. 

Ambulance  services    Yes   No. 


»  Nursing  home  care  for  the  medically  needy  only  recipients  is  limited  to  a  maximum  of  90  days,  subject  to  prior  author- 
ization by  the  Office  of  Medical  Standards  and  Review. 
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^.  Out-patient  department  services 

(a)  There  are  certain  out-patient  department  services  included  within  the 
scope  of  our  program ;  namely  : 

(1)  Diagnostic  and  Therapeutic  X-Ray  Services. 

(2)  Clinical  Laboratory  Services. 

(3)  Pharmacy  Services. 

D.    ELIGIBLE    BECIPIEXTS    OF    THE    BHODE    ISLAXD    MEDICAL    ASSSISTA^'CE  PEOGEAM 
OBTAIN  IS'ECESSAEY  MEDICAL  SEEVICES  I^'  THE  FOLLOWING  MAXXEE 

1.  When  the  eligible  recipients  require  the  services  of  a  physician,  dentist, 
pharmacist,  etc..  they  are  encouraged  to  seek  these  necessary  medical  services 
from  the  practitioner  of  their  own  choice,  preferably  a  physician,  pharmacist, 
dentist,  etc.  who  will  continue  to  provide  these  services  on  a  continuous  basis.  We 
feel  that  this  element  of  continuity  of  service  provided  by  the  same  practitioner 
represents  an  important  factor  as  it  pertains  to  the  quality  of  medical  services 
available  to  these  recipients. 

2.  Eligible  recipients  of  the  Rhode  Island  Medical  Assistance  Program  are  able 
to  obtain  needed  medical  services  in  the  same  manner  as  those  who  are  not  de- 
pendent upon  a  State-supported  Medical  Care  Program  for  their  medical  care. 
In  administering  the  Program,  we  have  tried  to  remove  every  barrier  or  element 
which  would  differentiate  these  recipients  from  the  average  person  paying  for 
these  services  without  State  support.  This  is  another  indication  that  we  have 
indeed  captured  the  spirit  of  the  Kerr-Mills  Program  and,  more  recently,  the  title 
XIX  Program. 

^ye  have  vigorously  opposed  certain  proposals  made  certain  critics  of  the 
State  Medicaid  Program. — Proposals  which  have  originated  from  frustration  as 
it  relates  to  their  inability  to  cope  with  the  exiianding  financial  burdens  imposed 
by  these  programs.  There  have  Ijeen  suggestions  that  ice  should  not  Tjp  permitting 
these  eligihle  recipients  to  reach  out  and  ohtain  medical  sei'vices  and  supplies 
from  the  practitioners  of  their  own  choice.  There  have  been  those  who  maintain 
that  these  should  be  cleared  through  State-organ  i::'?'!  and  administered  clinics. 

We  do  not  feel  that  this  approa'h  can  lie  justified. — We  feel  that  this  approach 
would  detract  from  the  dignity  of  these  recipients  in  need  of  necessary  medical 
services  and  supplies.  We  are  proud  of  the  fact  that  in  the  Rhode  Island  Pro- 
gram, eligible  recipients  are  entitled  to  obtain  medical  services  and  supplies  from 
the  private  practitioners.  Neighborhood  Health  Centers  or  hospital  clinics  of 
their  own  choice.  In  fact,  we  are  presently  in  the  process  of  negotiating  with  the 
Rhode  Island  Group  Health  Plan  in  making  provision  for  those  eligible  recipients 
who  would  seek  to  obtain  their  comprehensive  medical  care  through  this  pri- 
vately-administered health  maintenance  organization. 

T.  Significant  aspects  of  certain  types  of  services  included  tvithin  the  scope  of 
medical  services  provided  eligil)le  recipients  of  the  medical  assistance 
program 

A.  HOSPITAL  SERVICES 

1.  When  an  eligible  recipient  requires  hospital  service,  the  attending  physi- 
cian will  request  these  services  through  a  community  hospital.  This  patient  will 
receive  hospital  services  in  accordance  with  the  needs  of  his  case.  These  services 
range  from  the  coronary  care  unit  and  intensive  care  services  to  placement  on 
a  so-called  "self -help  unit." 

2.  There  is  actually  no  limit  on  the  length  of  hospitalization.  This  is  dependent 
totally  upon  the  needs  of  the  patient  as  certified  by  the  attending  physician  and 
hospital  utilization  committees  which  are  now  active  in  all  the  hospitals.  This 
does  not  mean  that  a  patient  can  demand  and  receive  unnecessary  hospital  serv- 
ices, but  rather  that  he  is  entitled  to  benefits  through  the  State  Medicaid  Pro- 
gram to  receive  necessary  hospitalization  in  accordance  with  the  specific  needs 
of  his  case. 

3.  We  do  not  require  prior  authorization  for  hospitalization.  However,  we 
do  require  that  a  Request  for  Extension  be  submitted  by  the  hospital  when  hos- 
pitalization in  excess  of  15  days  is  needed  by  the  patient.  It  should  be  noted  that, 
in  Rhode  Island,  75%  of  hospital  stays  for  eligible  recipents  of  Medical  Assist- 
ance fall  within  the  15-day  period.  We.  therefore,  feel  that  this  requirement  is 
reasonable  since  the  majority  of  eligible  recipients  do  not  require  more  than  15 
days  of  hospitalization. 
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(a)  For  those  who  do  require  in  excess  of  15  days  of  hospitalization,  we 
as  a  responsible  State  agency,  are  simply  requiring  the  hospital  physician 
and,  in  some  cases,  the  hospital  utilization  committee  to  certify  that  this 
hospitalization  is  necessary  on  the  basis  of  the  medical  needs  of  the  patient. 

4.  Four  persons  65  years  of  age  and  over,  prior  autliorization  for  extension  of 
hospitalization  is  not  required  until  after  60  days. — Since  the  majority  of  persons 
65  years  of  age  and  over  are  entitled  to  benefits  under  the  provision  of  Title 
XVIII (A),  this  means  that: 

(a)  The  State  Agency  is  responsible  for  meeting  the  deductible  of  $60 
which  is  required  before  Part  A  of  Federal  Medicare  assumes  responsibility 
for  payment  of  hospitalization. 

(b)  The  State  Agency  is  responsible  for  payment  of  the  co-insurance  factor 
of  $15  per  day  after  the  period  of  60  days  has  elapsed. 

(c)  The  State  Agency  also  assumes  responsibility  of  payment  for  the  first 
three  pints  of  blood  which  are  not  paid  for  by  Federal  Medicare. 

Therefore,  in  an  effort  to  avoid  unnecessary  expenditure  of  time  and  energy, 
the  State  Agency  does  not  require  prior  authorization  for  hospitalization  involv- 
ing less  than  60  days.  It  is  quite  clear  that  the  State  Program  has  very  effec- 
tively complemented  the  hospital  benefits  which  are  available  through  the  Fed- 
eral Medicare  Program  which  are  available  through  Part  A. 

A  constant  careful  surveillance  is  maintained  for  all  hospital  stays.  All  re- 
quests for  extension  beyond  15  or  60  days  must  be  reviewed  by  the  Medical 
Care  Program  Director  who  makes  a  decision  in  each  case  on  the  basis  of  the 
medical  justification  provided  by  the  attending  physician,  the  hospital  utiliza- 
tion committee  and,  in  many  cases,  an  actual  review  of  the  complete  hospital 
record. 

5.  In  those  instances  involving  patients  65  years  of  age  and  over  who,  in  the 
opinion  of  the  attending  physician,  are  best  cared  for  in  private  psychiatric  insti- 
tuitions,  we  do  make  payment  for  up  to  150  days  of  hospital  care.  This  means 
that  the  State  Agency  would  become  involved  in  paying  a  co-insurance  after 
the  60th  day  and  up  to  the  150th  day. 

6.  With  reference  to  hospitalization,  there  is  a  third  group  who  require  hos- 
pitalization in  a  chronic  disease  facility.  These  are  State-operated  institutions. 
AVe  feel  that  they  are  fulfilling  a  very  real  need  for  those  elderly  persons  who 
require  more  than  the  type  of  service  which  could  be  obtained  in  an  extended  care 
facility,  skilled  nursing  home  or  rest  home,  but  less  than  an  acute  hospital  service 
obtained  in  hospitals  for  acute  medical  and  emergency  care. 

These  State  institutions  are  caring  for  a  representative  sample  of  our  caseload* 
w^ho  should  not  be  imposing  an  unnecessary  burden  on  the  average  private  com- 
mimity  hospital  but  yet  do  require  a  constellation  of  medical  services  on  a  24- 
hour  basis  which  cannot  be  provided  with  equal  effectiveness  in  an  Extended 
Care  Facility  or  Skilled  Nursing  Home. 

7.  Care  for  the  Aged  Mentally  111  in  State  mental  hospitals  is  another  provision 
of  the  Rhode  Island  Medical  Assistance  Program.  It  was  not  until  1965  that 
the  Federal  Government  assumed  broad  responsibility  for  helping  States  meet 
the  cost  of  treating  the  mentally  ill.  Even  so,  coverage  under  the  provisions  of 
the  Medicaid  Program  is  limited  to  patients  age  65  or  older. 

Coverage  for  these  patients  in  State  Institutions  became  effective  in  1965  with 
the  passage  of  the  Long  Amendments  of  title  XIX  in  the  Social  Security  Act. 
The  Long  Amendments  stipulate  requirements  which  are  designed  to  encourage 
States  to  develop  an  organized,  comprehensive  mental  health  care  system. 

It  should  be  noted  that  the  coverage  under  the  Long  Amendments  is  a  State 
option  and  is  not  mandatory.  Rhode  Island  opted  to  provide  this  coverage  to  its 
aged  mentally-ill  population.  We  have  done  so  because  we  believe  that  these 
aged  mental  patients  should  not  be  relegated  to  a  back  ward  existence  in  a  State 
mental  hospital. 

Through  the  provisions  of  the  Long  Amendments,  we  have  developed  resources 
and  services  to  provide  alternate  methods  of  care  for  these  patients  outside 
chronic  care  in  mental  hospitals.  In  addition,  the  State  has  developed  methods 
for  insuring  that  those  who  cannot  be  moved  into  alternate  care  arrangements 
are  being  provided  needed  services  while  they  are  in-patients — with  regularly 


*At  the  present  time  there  are  1.6.38  persons  residing  in  State  public  hospitals  that 
are  covered  by  the  Rhode  Island  Medical  Assistance  Program. 
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scheduled  case  conferences  and  evaluations  that  determine  whether  optimum  in- 
patient care  is  being  provided. 

Furthermore,  Rhode  Island,  under  its  Medical  Assistance  Program  also  makes 
available  to  the  elderly,  as  well  as  all  of  the  eligible  recipients  of  Medical  Assis- 
tance, provision  of  payment  for  treatment  in  a  psychiatrist's  private  office. 

B.  PHYSICIANS 

1.  An  eligible  recipient  of  Medical  Assistance  is  entitled  to  the  services  of  a 
physician  of  his  own  choice. 

2.  There  is  no  prior  authorization  required  for  the  initial  visit  to  a  physician's 
office  or  for  a  home  visit. 

3.  We  do  provide  for  the  visits  by  a  physician  for  up  to  two  visits  per  month  for 
a  chronic  illness  and  up  to  eight  visits  per  month  for  an  acute  illness.  When  visits 
in  excess  of  these  standards  are  requested,  prior  authorization  is  required  to 
justify  the  need  for  these  additional  visits. 

4.  With  reference  to  in-patient  hospital  visits  for  persons  65  years  of  age  and 
over,  the  physician  admits  a  patient  requiring  hospitalization  to  the  hospital  of 
the  physician's  choice.  The  physician  provides  the  necessary  care  without  any 
requirement  for  authorization  except  for  cases  representing  long-term  hospital 
stays.  When  visits  in  excess  of  37  visits  are  required,  then  the  physician  is  re- 
quired to  obtain  prior  authorization. 

5.  Services  of  Consultants.  In  addition  to  the  services  of  the  attending  phy- 
sician, we  also  have  provision  for  the  payment  of  services  of  medical,  surgical 
and  other  specialty  consultants.  This  provision  contributes  to  a  better  quality  of 
medical  care. 

6.  Physicians  are  paid  in  accordance  with  an  established  fee  schedule  for 
medical  services  provided  eligible  recipients  of  the  Medical  Assistance  Program. 
This  fee  schedule  represents  a  negotiated  fee  schedule  which  is  acceptable  to 
the  overwhelming  majority  of  participating  physicians. 

For  surgical  services,  physicians  are  paid  in  accordance  with  the  Blue  Shield 
Plan  B  of  Rhode  Island.  Studies  have  indicated  that,  as  of  1968,  reimbursement 
on  the  basis  of  Blue  Shield  Plan  B  represented  approximately  69  percent  of  the 
usual  and  customary  charges  of  participating  surgeons.  This  means  that  the 
physicians  of  Rhode  Island  continue  to  make  a  contribution  to  the  needy  of  our 
State  and  the  responsible  State  Agency.  Contrary  to  public  opinion,  physicians 
and  surgeons  are  not  reimbursed  in  toto  for  services  rendered. 

7.  There  was  a  time  when  the  physicians'  fee  schedule  was  not  generally  ac- 
ceptable to  the  medical  profession ;  there  were  some  physicians  who  were 
billing  patients  in  addition  to  the  allowances  made  by  the  Federal  Medicare  and 
the  State  Medical  Assistance  Programs.  The  State  Agency  has  made  every  effort 
to  curtail  this  practice.  As  of  this  year  (1971),  we  can  state  with  confidence  that 
Medical  Assistance  Recipients  are  not  compelled  to  supplement  payments  made 
in  their  behalf  by  the  State  Agency  in  conjunction  with  the  Federal  Agency 
through  Federal  Medicare. 

CHART  V.-PHYSICIANS'  EXPENDITURES  FOR  OAA  AND  MA  RECIPIENTS  TOGETHER  WITH  THE  TOTAL  PHYSICIANS' 
EXPENDITURES  FOR  ALL  CATEGORIES  OF  ASSISTANCE 


Percentage  of 
total  expendi- 
Percentage  tiire  for 

Medically  of  caseload  recipients 

Old-age  needy  All      65  years  of       65  years  of 

Fiscal  year  assistance  only       categories    age  and  over     age  and  over 


1970-71: 

Expenditure   $162,837  $919,653  $3,329,603              40.0  i33.2 

Number  of  bills   18,415  83,  3l0  281,390   

Average  price  per  bill   8.84  11.03  11.83   .  

Caseload   4.829  29.755  84.634   

Cost  per  eligible  recipient   33.72  30.90  39.34   

1969-70: 

Expenditure   $153,758  $860,182  $2,676,577              45.7              1  37.7 

Number  of  bills   18,490  83.429  248.826   

Average  price  per  bill   8.31  10.31  10.75   

Caseload   5,570  29,821  77,340   

Cost  per  eligible  recipient   27.60  28.84  34.60   .  ... 


lit  should  be  noted  that  physicians'  expenditures  for  eligible  recipients  65  years  of  age  and  over  do  not  include  any 
payments  made  by  Federal  medicare  SMI  benefits.  The  expenditure  represents  payments  made  toward  the  deductible  and 
coinsurance  amounts  not  covered  by  Federal  medicare. 
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8.  We  have  made  every  effort  to  facilitate  physician  participation  in  the  pro- 
gram. An  example  of  this  is  the  development  of  a  special  billing  form  for  physi- 
cians' services  provided  persons  who  are  eligible  for  benefits  from  both  title  XVIII 
(B)  and  the  State  Medical  Assistance  Program.  This  revised  form,  developed  in 
April  1967,  eliminated  the  need  for  duplicate  billing  and,  at  the  same  time,  made 
possible  the  effective  administration  of  the  State  Medicaid  Program  with  the  sig- 
nificant advantage  of  avoiding  duplication  of  charges  against  the  State  Agency. 

SKIIXED  NURSING  HOME  AND  INTERMEDIATE  CARE  FACILITIES 

1.  Scope  of  service 

(a)  All  admissions  to  Skilled  Nursing  Homes  and  Intermediate  Care  Facilities 
are  based  upon  prior  authorization.  (Medical  and  Social  Service  Review) 

(b)  For  those  recipients  who  are  Medically  Needy  Only,  Skilled  Nursing  Home 
care  is  limited  to  a  maximum  of  90  days  in  a  nursing  home  per  incident  of  illness. 

(c)  For  the  Money  Payment  Recipients  (OAA,  AB,  APTD),  Skilled  Nursing  or 
Intermediate  care  placements  can  be  authorized  for  as  long  as  this  type  of  care 
is  medically  indicated. 

2.  Definition  of  types  of  care 

(a)  Skilled  Nursing  Home  Care.  This  level  of  care  is  authorized  for  those  in 
need  of  professional  nursing  services  or  whose  needs  are  such  that  they  cannot 
be  accommodated  at  a  lesser  level  of  group  care  home, 

(b)  Intermediate  Care  Facility — I.  This  level  of  care  is  authorized  for  those 
who  may  not  be  fully  ambulatory  or  whose  needs  include  a  requirement  for  some 
nursing  services.  Licensed  practical  nurse  service  is  mandatory  in  Intermediate 
Care  I  homes  on  a  24-hour  basis. 

(c)  Intermediate  Care  Facility — II.  This  level  of  care  is  authorized  for  those 
not  in  need  of  day-to-day  nursing  services  but  in  need  of  room,  board,  general 
supervision  and/or  some  assistance  in  daily  activities,  including  the  administra- 
tion of  oral  medications. 

(d)  Group  Foster  Home  Care  for  the  Elderly.  This  level  of  care  is  interchange- 
able with  Intermediate  Care  Facility — II.  Foster  Homes  are  used  as  a  primary 
resource  for  the  placement  of  patients  from  the  Institute  of  Mental  Health  and 
the  Geriatrics  Unit  of  the  Rhode  Island  Medical  Center  General  Hospital  who 
have  mental  or  emotional  disorders. 

3.  Expenditures  for  skilled  nursing  home  and  intermediate  care  facilities  through 

title  XIX 

(a)  Total  group  care  expenditures  have  increased  from  $4,519,600  in  the  fiscal 
year  1967-1968  to  $9,631,000  in  the  fiscal  year  1970-1971.  The  caseload  has  in- 
creased (see  attached  chart)  from  approximately  2,500  persons  in  July  of  1968  to 
approximately  3,300  persons  in  July  of  1971. 

(b)  The  most  notable  increase  in  group  care  expenditures  can  be  seen  for 
Skilled  Nursing  Homes  (see  chart)  from  the  period  1969-1970  to  the  period 
1970-1971  where  the  expenditures  for  Skilled  Nursing  Home  care  increased  from 
$4,298,000  to  $6,107,000. 

CHART  VI.— EXPENDITURES  FOR  SKILLED  NURSING  HOME  AND  INTERMEDIATE  CARE  FACILITY  SERVICES 

(1967-68  TO  1970-71) 


Skilled  nursing  Intermediate  care  Total  group  care 


Average  Total         Average  Total         Average  Total 

Fiscal  year  caseload     expenditure         caseload     expenditure         caseload  expenditure 


1967-  68   1,500  $3,317,600  1,000  $1,202,000  2,500  $4,519,600 

1968-  69  1                    .  1,085  3,759,700  1,560  2,166,700  2,645  5,926,400 

1969-  70               -     .  1,535  4,298,000  1,360  2,891,000  2,995  7,189,000 

1970-  71   1,700  6,107,000  1,575  3,524,300  3,275  9,631,300 


1  In  January  of  1969,  30  skilled  nursing  homes  were  reclassified  as  intermediate  care  facilities,  thus  the  drop  in  case- 
load for  skilled  nursing  and  trie  correspondi.ng  increase  in  intermediate  care. 

Some  of  this  increase  in  cost  can  be  attributed  to  an  increase  in  caseload.  How- 
ever, we  can  note  from  the  chart  that  the  expenditure  for  Intermediate  Care  did 
not  increase  as  drastically  as  the  expenditure  for  Skilled  Nursing  care  although 
the  caseload  for  Intermediate  Care  increased  proportionately  with  the  caseload 
for  Skilled  Nursing  Home  care. 
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(c)  One  of  the  underlying  reasons  for  the  increased  expenditure  for  Skilled 
Nursing  Home  care  must  be  attributed  to  the  recently-imposed  rigid  interpreta- 
tion of  policy  pertinent  to  qualification  for  admission  to  Extended  Care  Facilities 
as  conceived  by  Federal  Medicare. 

Since  1969,  very  few  cases  have  been  approved  for  the  maximum  100-day  Ex- 
tended Care  Facility  allowance  under  the  provisions  of  Federal  Medicare  (Part 
A),  therefore  making  it  necessary  for  Medical  Assistance  to  assure  responsibility 
for  the  payment  of  the  full  cost  of  Nursing  Home  care  at  a  time  earlier  than  the 
anticipated  maximum  of  100  days. 

For  example,  in  cases  of  cataract  operations,  Federal  Medicare  usually  allows 
a  maximum  of  five  days  of  care,  including  hospital  care,  which  usually  means 
that  only  tw^o  days  of  extended  care  are  authorized  whereas  under  the  Medical 
Assistance  Program,  we  would  normally  allow  up  to  30  days  of  Skilled  Nursing 
Home  care  after  a  cataract  operation. 

(d)  Currently,  out  of  a  caseload  of  approximately  1,700  recipients  of  Medical 
Assistance  in  Skilled  Nursing  Homes,  only  125  or  7.5%  of  these  are  currently 
receiving  extended  care  benefits  under  Federal  Medicare.  National  statistics  show 
that  only  5%  of  the  some  340,000  beds  certified  as  Medicare  extended  care  are 
currently  in  use.  Why  such  a  small  utilization  rate  ? 

(e)  In  planning  for  our  Medicaid  Program  which  was  implemented  in  1966,  we 
anticipated  that  a  large  percentage  of  these  patients  would  be  cared  for  through 
the  provisions  of  Title  XVIII  (A)  of  Federal  Medicare  in  so-called  Extended  Care 
Facilities, 

Our  budgetary  planning  for  Medicaid  was  predicated  upon  the  fact  that  the 
State  Agency  would  be  relieved  of  a  substantial  burden  as  it  relates  to  these 
people  in  Skilled  Nursing  Homes, 

It  is  indeed  frustrating  to  anticipate  that  our  elderly  recipients  will  be  accepted 
by  Federal  Medicare  as  fulfilling  their  requirements  for  admission  to  an  Extended 
Care  Facility  only  to  have  their  application  denied  without  so  much  as  an^  ex- 
planation for  the  denial.  We  consider  this  a  very  serious  shortcoming  of  Federal 
Medicare  as  it  applies  to  the  administration  of  their  Federal  Medicare  Program 
and  certainly  a  very  undesirable  impact  on  our  State  Medical  Assistance 
Program, 

4.  The  following  pre-requisites  are  required  for  Medicare  coverage  in  an  Ex- 
tended Care  Facility. 

(a)  The  services  furnished  must  be  required  for  : 

(1)  Treatment  of  a  condition  or  conditions  for  which  the  beneficiary  was 
receiving  in-patient  hospital  services  prior  to  transfer  to  the  Extended  Care 
Facility : 

(2)  Treatment  of  a  condition  which  arose  while  receiving  Extended  Care 
for  treatment  of  a  condition  or  conditions  for  which  he  was  receiving  in- 
patient hospital  services, 

(b)  A  physician's  certification  (and  recertification  when  services  are  pro- 
vided over  a  period  of  time)  is  required, 

(1)  This  must  include  an  estimate  of  the  time  required  to  accomplish 
rehabilitation ; 

(2)  Certification  that  treatment  of  this  condition  or  conditions  requires 
skilled  nursing  care  (not  exclusively  limited  to  R.N.  or  L.P.N,  services  but 
must  include  other  paramedical  services  such  as  physical  therapy  and  oc- 
cupational therapy)  on  a  continuing  basis. 

(c)  Interpretation  of  Skilled  Service — Are  Too  Restrictive 

(1)  The  classification  of  a  particular  service  as  skilled  is  based  on  the  tech- 
nical or  professional  health  training  required  to  effectively  perform  or 
supervise  the  service.  For  example,  a  patient  following  instructions  can 
normally  take  a  daily  vitamin  pill.  Consequently,  the  act  of  giving  the  vitamin 
pill  to  a  patient  who  is  too  senile  to  take  it  himself  would  not  be  a  skilled 
service. 

(2)  The  importance  of  a  particular  service  to  an  individual  patient  does 
not  necessarily  make  it  a  skilled  service.  For  example,  a  primary  need  of  a 
non-ambulatory  patient  may  be  frequent  changes  of  position  in  order  to 
avoid  development  of  decubiti.  Since  changing  of  position  can  ordinarily  be 
accomplished  by  unlicensed  personnel,  it  would  not  be  a  skilled  service, 

(3)  The  possibility  of  adverse  effects  from  improper  performance  of  an 
otherwise  unskilled  service  does  not  make  it  a  skilled  service. 

(4)  In  addition  to  meeting  the  definition  of  skilled  nursing  services,  the 
services  must  be  needed  on  a  continuing  basis.  For  example,  a  person  may 
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require  intramuscular  injections  on  a  regular  basis  every  second  day. 
If  this  is  the  only  skilled  service  required,  it  would  not  necessitate  the  con- 
tinuing availability  of  skilled  nurses. 
X.B. — I  would  continue  to  pose  the  basic  question  pertinent  to  the  intent  of 
Public  Law  89-97  as  it  applies  to  the  utilization  of  Extended  Care  Facilities.  I 
simply  urge  a  more  liberal  approach  to  this  important  area  of  admission  of 
seriously-ill  patients  to  Extended  Care  Facilities. 

D.  PHARMACY  SERVICES 

1.  In  the  development  of  the  Public  Assistance  Medical  Care  Program  in  1952 ; 
consideration  was  given — from  the  beginning — to  the  inclusion  of  all  those  med- 
ical services  and  supplies  which  were  considered  basic  requirements  of  adequate 
medical  care.  This  approach  was  influenced  by  the  conviction  that  certain  medical 
supplies  are  essential,  that  high  quality  medical  care  for  the  needy  represents  a 
sound  investment  of  public  funds  to  prevent  chronic  dependence,  and  that  physi- 
cal and  social  rehabilitation  of  Public  Assistance  recipients  restores  many  to 
gainful  employment  and  self-help. 

2.  From  the  inception  of  tlie  I'ublio  Assistance  Program  in  1952,  provision  was 
made  for  the  payment  of  drugs  pr()\  ided  to  Public  Assistance  Medical  Care  re- 
cipients. The  Khode  Island  Medical  Assistance  I'harmacy  program  was  developed 
in  1952.  This  program  was  developed  through  the  cooperation  of  the  Rhode  Island 
Advisory  Committee  on  Pharmacy  and  the  Advisory  Committee  on  Social  Wel- 
fare of  the  Khode  Island  Medical  Society.  The  I'harmacy  phase  of  the  Medical 
Assistance  Program  has  always  had  the  close  support  and  cooperation  of  the 
pharmacists  of  Khode  Island. 

It  should  be  noted  that  100  percent  of  the  Khode  Island  pharmacists  are  partici- 
pating in  the  Khude  Island  Medical  Assistance  Program  (239  as  of  September, 
1971). 

3.  The  Pharmacy  phase  of  the  Khode  Island  ]Medical  Assistance  Program  is  a 
liberal  one  which  does  not  impose  hardships  on  the  recipients  and  impediments  to 
utilization  of  pharmacy  services. 

There  is  considerable  evidence  to  prove  that  the  elderly  and  all  recipients  of 
Medical  Assistance  in  Rhode  Island  are  receiving  those  drugs  and  medical  serv- 
ices and  supplies  which  are  necessary  to  maintain  good  health. 

We  Continue  to  he  Concerned  About  High  Quality  Pharmacy  Services 

Since  the  inception  of  our  program  in  1952  and  the  Medical  Assistance  Pro- 
gram in  19GG,  we  continue  to  maintain  real  concern  for  the  provision  of  high  qual- 
ity pharmacy  services  for  our  eligible  recipients.  If  we  were  to  agree  to  provide 
anything  but  the  same  high  quality  services  which  are  available  to  all  other  per- 
sons in  the  community,  then  we  would  be  guilty  of  an  unreasonable  act  of  dis- 
crimination. 

It  is  for  this  reason  that  we  have  not  insisted  upon  utilization  of  the  following 
so-called  control  devices : 

( 1 )  Insistence  upon  the  prescription  of  generic  drugs. 

( 2 )  The  establishment  of  centralized  dispensing  units. 

(3 )  Insistence  that  prescriptions  for  Medical  Assistance  recipients  be  filled 
through  hospital  clinics  or  pharmacies. 

It  is  an  established  fact  that  the  history  of  our  program  supports  our  posi- 
tion to  the  effect  that  every  reasonable  effort  is  made  to  insure  the  personal 
physician-patient-pharmacist  relationship  which  does  prevail  for  all  other  citizens 
who  are  not  dependent  upon  a  State-administered  program  of  Medical  Assistance. 

4.  During  the  liscal  year  1970-1971,  over  1  million  prescriptions  were  pro- 
vided to  recipients  of  Medical  Assistance.  Of  these  1  million  prescriptions,  over 
180,000  prescriptions  were  dispensed  to  Old  Age  Assistance  recipients  in  Rhode 
Island  and  an  estimated  350.000  prescriptions  were  dispensed  to  Medically  Needy 
Recipients  over  65  years  of  age. 

5.  The  Department  of  Social  and  Rehabilitative  Services  has  designed  its 
pharmacy  program  to  eliminate  serious  hardships  which  may  be  incurred  on 
the  part  of  the  elderly. 

Witness  the  fact  that,  in  March  1965,  a  revised  policy  allowed  refills  for  Med- 
ical Assistance  recipients  for  drugs  classified  as  vitamins,  tranquilizers  and 
anti-depressants.  Prior  to  that  time,  Medical  Assistance  recipients  were  required 
to  return  to  their  physicians  each  month  to  obtain  a  new  prescription. 

Elderly  recipients  who  obtain  an  original  prescription  from  the  attendinsr  phy- 
sician which  provides  for  up  to  a  30-days  supply  of  medication  may,  in  addition 
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to  the  original  prescription,  be  allowed  three  refills  when  indicated  by  the  attend- 
ing physician.  This  provides  an  additional  90-days  supply  of  medication. 

The  Department  of  Social  and  Rehabilitative  Services  is  currently  reviewing 
a  proposal  which  would  provide  for  a  100-days  supply  of  certain  maintenance 
drugs  thereby  further  eliminating  inconveniences  on  the  part  of  all  eligible 
recipients  of  Medical  Assistance. 

While  it  is  true  that  the  pharmacy  phase  does  not  have  restrictions,  such  as  a 
30-days  supply  of  medication  and  prior  authorization  for  drugs  not  included  in 
the  scope  of  our  program,  it  should  be  noted  that  these  restrictions  were  designed 
primarily  to  protect  the  Medical  Assistance  recipients. 

CHART  VII.— EXPENDITURES  FOR  DRUGS  DISPENSED  TO  ELIGIBLE  RECIPIENTS  OF  MEDICAL  ASSISTANCE  BY 
CATEGORY  OF  ASSISTANCE  (1969-70—1970-71) 

All  Old  age  Medically 

Fiscal  year  categories  assistance  needy  only 
1970-71: 

Total  expenditure     $4,319,841  $682,252  $2,319,841 

Number  of  prescription  bills-.   1,072,335  180,302  511,381 

Average  prescription  price   $4.  03  $3.  78  $4.  54 

Caseload    84,634  4,829  29.755 

Cost  per  eligible  recipient   $51.04  $141.28  $71.33 

Number  of  prescriptions  per  eligible  recipient   12.  7  37.  3  17. 1 


1969-70: 

Total  expenditure   3,492,167  536,409  1,861,211 

Number  of  prescription  bills   896, 122  149, 407  464,  345 

Average  prescription  price   $3.  90  $3.  61  $4.  00 

Caseload    77.340  5,570  29,821 

Cost  per  eligible  recipient   $45.15  $96.30  $62.41 

Number  of  prescriptions  per  eligible  recipient   11.6  26.6  15.6 

We  are  concerned  about  the  premature  approval  of  drugs  which  eventually 
prove  to  be  harmful  drugs — responsible  for  adverse  reactions  in  those  who  use 
these  medications. 

It  is  for  this  reason  that  we  employ  the  mechanism  of  prior  authorization  as  a 
means  of  employing  a  reasonable  and  desirable  control  as  it  relates  to  the  early 
usage  of  new  and  clinically  untried  drugs  which  can  be  classified  as  potentially 
dangerous.  It  should  also  be  noted  that  many  of  these  new  and  untried  drugs  are 
extremely  expensive  drugs.  The  additional  expense  cannot  be  justified  by  an 
established  certainty  that  the  new  drugs  are  that  much  more  effective  than  the 
older,  more  well-established  drugs  and  of  equal  safety. 

E.    DENTAL  SERVICES 

1.  Federal  Medicare  does  not  make  provision  for  payment  of  dental  services  for 
those  aged  individuals  entitled  to  Federal  Medicare  supplementary  medical  insur- 
ance benefits.  In  addition  to  this,  the  conditions  for  Federal  participation  in  our 
title  XIX  Medical  Assistance  Programs  does  not  require  the  State  to  include  pro- 
vision for  payment  of  dental  services.  Rhode  Island,  has  always  considered  dental 
care  a  very  important  facet  of  total  medical  care  and,  therefore,  voluntarily  in- 
cluded payment  for  dental  services  within  the  scope  of  our  Medical  Care  Pro- 
gram since  1952, 

The  Rhode  Island  State  Department  of  Social  and  Rehabilitative  Services  ex- 
pended in  excess  of  $1,000,000  for  dental  services  provided  for  all  categories  of 
assistance  entitled  to  Medical  Assistance  benefits  under  the  provisions  of  title 
XIX  during  the  fiscal  year  1970-1971.  Of  this  expenditure,  in  excess  of  $300,000 
was  expended  for  dental  services  provided  eligible  recipients  65  years  of  age 
and  over. 

2.  The  Rhode  Island  Medical  Assistance  Program  does  make  provision  for  pay- 
ment of  dental  services  for  Medically  Needy  Only  Recipients  as  well  as  Money 
Payment  Recipients.  There  is  a  uniform  scope  of  dental  benefits  for  all  eligible 
recipients  of  the  Rhode  Island  Medical  Assistance  Program. 

3.  With  the  implementation  of  the  Kerr-Mills  Program  in  October  1964.  the 
dental  phase  of  the  Medical  Assistance  for  the  Aging  Program  did  provide  for  a 
limited  scope  of  benefits  for  eligible  recipients  classified  as  Medically  Needy  Only. 
However,  with  the  implementation  of  the  Rhode  Island  Medical  Assistance  Pro- 
gram in  1966,  the  dental  phase  was  expanded  to  include  the  full  scope  of  dental 
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services  which  previously  had  been  provided  only  to  Money  Payment  Recipients. 
This  expansion  of  scope  of  services  was  particularly  beneficial  to  those  persons — 
65  years  of  age  and  over — since  it  included  provision  for  payment  of  partial  and 
full  dentures. 

4.  On  October  1,  1967,  an  upward  revision  of  the  Dental  Fee  Schedule  was  im- 
plemented with  the  concurrence  and  acceptance  of  the  Rhode  Island  State  Dental 
Society.  The  practicing  dentists  participating  in  our  program  have  expressed  an 
overall  satisfaction  with  this  fee  schedule  which  has  resulted  in  a  more  extensive 
participating  in  the  program  by  the  practicing  dentists. 

We  are  convinced  that  high  quality  dental  care  is  available  to  all  our  eligible 
recipients  of  Medical  Assistance;  that  these  services  are  being  utilized  by  our 
eligible  caseload.  We  take  pride  in  the  fact  that  these  services  are  provided  for 
these  recipients  by  the  private  dentist  of  their  own  choice. 

CHART  VIM.— DENTAL  EXPENDITURES  FOR  OAA  AND  MA  RECIPIENTS  TOGETHER  WITH  THE  TOTAL  DENTAL 
EXPENDITURES  FOR  ALL  CATEGORIES  OF  ASSISTANCE 

(1969-70—1970-711 


Percentage 
total 

Percentage  of  expenditure  for 
caseload  65      recipients  65 
Old  age        Medically  years  of  age      years  of  age 

Fiscal  year  assistance       needy  only   All  categories         and  over  and  over 


1970-71: 

Expenditure   $34,568  $296,070  $1,004,191              40.0  32 

Number  of  bills   829  7.349  21,158 

Average  price  per  bill   $41.69  $39.79  $47.46   

Caseload   4,  829  29,  755  84,  634   

Cost  per  eligible  recipient   $7.15  $9.95  $11.86 

1969-70: 

Expenditure   $33,582  $281,258  $822,561              44.5  38 

Number  of  bills   873  7,455  19,172  ..  . 

Average  price  per  bill   $38.46  $37.72  $42.90   

Caseload   5,570  29,821  77,340   

Cost  per  eligible  recipient   $6.07  $9.60  $10.63   


F.    VISITING   NUKSING  SERVICES 

1.  Payment  for  visiting  nursing  services  has  always  been  included  within  the 
scope  of  our  Medical  Assistance  Program.  We  have  always  looked  upon  the  serv- 
ices of  visiting  nurses  as  essential  services  required  for  : 

(a)  the  provision  for  medical  care  on  a  continued  basis  ; 

( b )  prevention  of  any  unnecessary  hospitalization  ; 

(c)  facilitate  the  early  discharge  of  patients  from  expensive  hospital 
facilities. 

( d )  returning  these  hospitalized  patients  to  their  families  and  community 
at  the  earliest  time  possible  in  keeping  with  good  quality  of  medical  care. 

We  consider  these  services  as  essential  for  the  intelligent  administration  of 
the  Medicare  Program. 

In  planning  for  the  implementation  of  the  Medicaid  Program,  the  State  Agency 
looked  upon  the  provision  of  Title  XVIII  (A)  and  (B)  for  the  payment  of  so- 
called  home  health  services  provided  by  visiting  nurses.  We  considered  these  as 
essential  for  the  intelligent  administration  of  the  Medicare  Program  and.  more 
specifically,  the  hospital  phase  of  the  Medicare  Program.  We  have  always  felt 
that  if  expensive  hospital  facilities  are  to  be  utilized  only  for  those  patients  re- 
quiring these  services,  the  early  return  of  the  patient  from  the  hospital  to  the 
community  would  be  predicated  upon  the  provision  of  adequate  home  health 
services. 

2.  Our  State  planning  for  the  cost  of  Visiting  Nursing  Services  was  predicated 
upon  the  fact  that  these  services  would,  for  the  greater  part,  be  paid  for  through 
the  Federal  Medicare  Program.  However,  an  apparent  re-definition  of  standards 
and  Federal  Medicare  policy,  in  1969,  has  created  a  very  real  and  serious  prob- 
lem for  the  Visiting  Nursing  Associations  who  are  providing  home  visits  to  the 
elderly  and  to  the  State  Agency  which  is  responsible  for  23.4  percent  of  the  pop- 
ulation 65  years  of  age  and  over  in  Rhode  Island. 

It  appears  that,  since  1969,  a  substantial  number  of  our  eligible  recipients 
whom  w^e  considered  eligible  for  home  health  services  under  the  provisions  of 
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Title  XVIII  (A)  and  (B)  no  longer  qualify  for  these  skilled  nursing  services. 
The  situation  becomes  all  the  more  difficult  to  comprehend  when  we  can  obtain 
no  satisfactory  or  logical  answer  to  our  queries  as  to  Avhy  this  restrictive  policy. 

N.B. — We  object  very  strongly  to  this  new  policy  by  Federal  Medicare.  If 
these  essential  nursing  services  cannot  be  provided  at  home,  then  we  may  rest 
assured  that  they  will  be  provided  through  unnecessary  extended  hospital  stays 
or  through  unnecessary  admissions  to  Extended  Care  Facilities,  Skilled  Nurs- 
ing Homes  or  Intermediate  Care  Facilities. 

3.  Title  XIX  has  chosen  not  to  eliminate  the  elderly  and  chronically  ill  from 
eligibility  of  payment  for  visiting  nursing  services.  Title  XIX  chose  to  make 
payment  to  Home  Health  Agencies  for  essential  proper  skilled  nursing  ordered 
by  a  physician.  No  restrictions  w^ere  required  in  terms  of  the  patient  being 
chronically  ill  or  requiring  long-term  health  care. 

The  resultant  of  this  more  reasonable  Title  XIX  policy  is,  of  course,  calculated 
to  an  increased  expenditure  of  Title  XIX  funds  for  visiting  nursing  services. 

For  the  fiscal  year  1970-1971,  we  had  anticipated  a  visiting  nursing  agency 
expenditure  of  $157,274 ;  our  actual  expenditure  was  $185,964.00. 

Federal  Medicare  Criteria  for  Eligibility  for  Visiting  Nursing  Services 
Under  the  Provisions  of  Title  XVII (A)  and  (B) 

In  order  to  qualify  for  home  health  benefits  under  Parts  A  and  B,  the  following 
must  exist : 

1.  Federal  Medicare  provides  payment  for  home  health  benefits  following  hos- 
pitalization of  at  least  three  days  consecutive  duration.  (For  Part  A  Only) 

2.  A  doctor  determines  that  home  health  care  is  needed  and  sets  up  a  home 
health  plan  within  14  days  after  discharge  from  the  hospital  or  a  participating 
extended  care  facility.  ( For  Part  A  only ) 

3.  The  home  health  care  is  intended  for  further  treatment  of  a  condition  for 
which  services  were  received  as  a  bed  patient  in  the  hospital  or  extended  care 
facility.  ( For  Part  A  Only ) 

4.  The  beneficiary  must  be  homebound. 

5.  The  services  received  must  fulfill  the  criteria  of  intermittent  skilled  nursing 
services. 

a.  Skilled  nursing  services  include  two  components  : 

(1)  The  rendition  of  direct  skilled  nursing  services,  such  as  the  chang- 
ing of  in-dwelling  catheters,  and  the  application  of  dressings  involving 
prescription  medications  and  aseptic  conditions. 

(2)  Skilled  nursing  observation  and  evaluation  such  as  may  be  re- 
quired in  those  cases  where  symptoms  are  quite  likely  to  occur  which  will 
indicate  the  need  to  revise  the  patient's  treatment  regimen. 

Reaction. — These  criteria  are  quite  broad.  As  a  physician,  I  fail  to  comprehend 
or  accept  the  very  rigid — unilateral  determinations  that  are  made  in  denying 
benefits  to  specific  cases. 

Examples  of  Cases  in  Which  Federal  Medicare  Has  Denied  Payment  foe 
Visiting  Nursing  Services 

1.  86  year  old  w^oman — diagnosis  of  chronic  brain  syndrome 
Service  provided — enema. 

2.  77  year  old  woman — diagnosis  of  diabetic  neuropathy 
Service  provided — insulin. 

3.  82  year  old  woman — diagnosis  of  ASHD  with  pacemaker 
Service  provided — checking  vital  signs. 

4.  85  year  old  woman — diagnosis  CVA-left  paralysis 
Service  provided — physical  therapy. 

5.  93  year  old  woman — diagnosis  fractured  ankle 
Service  provided — general  care  and  instruction. 

6.  82  year  old  woman — diagnosis  of  Entropion/ trichiosis 
Service  provided — remove  ingrown  eyelashes. 

7.  82  year  old  woman — diagnosis  of  vascular  ulcer  left  ankle,  fracture  right 

humerus 

Service  provided — physical  therapy  and  dressing. 

8.  89  year  old  w^oman — diagnosis  of  chronic  brain  syndrome,  decubiti  on  back 
Service  provided — injection  and  general  care. 

9.  88  year  old  woman — diagnosis  of  mild  congestive  heart  failure 
Service  provided— Thiomerin  injection. 
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G,  AMBULANCE  SERVICES 

1.  Ambulance  services  is  one  of  the  benefits  provided  under  Part  B  of  Federal 
Medicare.  We  call  your  attention  to  the  fact  that  100  percent  of  our  Old  Age 
Assistance  caseload  are  entitled  to  benefits  under  Part  B  of  Federal  Medicare  as 
the  State  Agency  purchases  this  coverage  for  its  eligible  Money  Payment  Recip- 
ients 65  years  of  age  and  over,  and  that  94%  of  the  Medically  Needy  Only  are 
also  entitled  to  Part  B  benefits.  This  means  that  the  State  Agency  recognizes  and 
assumes  responsibility  for  payment  of  ambulance  services  provided  persons  65 
years  of  age  and  over  : 

(a)  when  there  is  a  deductible  to  be  met. 

( b)  when  there  is  a  co-insurance  factor  to  be  met. 

2.  A  major  problem  confronting  the  State  Agency  and  our  elderly  citizens  re- 
lates to  the  failure  on  the  part  of  the  Federal  Medicare  Program  to  assume  re- 
sponsibility for  certain  ambulance  services  which  are  truly  required.  However, 
Federal  Medicare  maintains  that  certain  ambulance  services  fall  beyond  the 
scope  of  their  program. 

VI.  The  rise  in  Federal  medicare  premiums,  deductihles  and  co-insurance  factors 
A.  As  of  April  1,  1968,  the  State  Agency  entered  into  a  buy-in  arrangement 
with  the  Federal  Government  to  purchase  Federal  Medicare  SMI  benefits  for 
all  Old  Age  Assistance  recipients. 

Our  latest  estimates  indicate  that  approximately  94%  of  our  Medically  Needy 
Only  Recipients  65  years  of  age  and  over  have  voluntarily  purchased  coverage 
through  Part  B  of  Federal  Medicare.  We  consider  this  a  very  significant  indi- 
cation that  the  vast  majority  of  persons  are  eager  to  maintain  their  dignity  in 
making  every  effort,  even  at  personal  sacrifice,  to  preserve  their  independence 
as  it  applies  to  payment  for  their  medical  services  despite  the  fact  that  Fed- 
eral Medicare  has  made  it  increasingly  costly  for  them  to  continue  to  qualify 
for  these  benefits. 

I  consider  this  one  of  the  most  serious  injustices  of  the  Federal  Medicare 
Program. 

AVhen  Federal  Medicare  was  implemented  on  July  1,  1966,  the  monthly 
premium  for  the  benefits  under  Part  B  was  $3.00  per  month.  The  premium  has 
gradually  increased  up  to  the  present  assessment  of  $5.60  per  month — an  in- 
crease of  86%. 

In  addition,  the  deductible  for  hospital  payments  increased  from  $40  in  1966 
to  $60  in  1971,  an  increase  of  50%. 

The  co-insurance  for  hospitalization  has  increased  from  $10  per  day  to  $15 
per  day  after  the  60th  day  of  in-patient  hospitalization,  an  increase  of  50%. 

For  those  who  are  eligible  for  the  State  Medicaid  Program,  the  State  has 
assumed  responsibility  for  the  payment  of  the  increased  deductible  and  co- 
insurance segments.  Plowever,  I  am  thinking,  at  this  point,  about  the  persons 
who  are  not  eligible  for  the  State  Medicaid  Program  and  who  must  assume  per- 
sonal responsibility  for  these  payments. 

]Sr.B. — Why  has  the  Federal  Agency  permitted  the  creation  of  this  hardship 
for  approximately  80,000  elderly  persons  in  Rhode  Island? 

I  am  aware  of  the  arguments  presented  by  the  Federal  Agency  to  the  effect 
that  the  Federal  Medicare  Program  represents  an  insurance  program  and, 
therefore,  must  maintain  financial  solvency.  I  fail  to  comprehend  the  wisdom 
of  the  Federal  Legislators  who  have  permitted  these  increases  to  be  assumed 
bv  the  beneficiaries  of  the  Federal  Medicare  Program. 

Certainly,  if  there  is  one  area  in  which  the  Federal  Government  could  be  of 
very  definite  assistance  to  these  elderly  persons,  it  would  be  in  this  area  of  as- 
suming responsibility  for  increases  in  monthly  premiums,  deductibles  and  the 
co-insurance  factors  that  have  been  levied  against  this  group. 


Appendix  2 


ADDITIONAL  INFORMATION  REQUESTED  FROM 
WITNESSES  BY  SENATOR  PELL 

Subsequent  to  the  September  20,  1971,  "Problems  of  Medicare  and 
Medicaid,"  hearing  in  Providence,  R.I.,  Senator  Pell  requested  addi- 
tional information  from  certain  witnesses.  The  following  replies  were 
received : 

ITEM  1.  SUPPLEMENTARY  MATERIALS  IN  ANSWER  TO  SPECIFIC  QUES- 
TIONS RAISED  BY  SENATOR  PELL:  SUBMITTED  BY  DR.  P.  JOSEPH 
PESARE,  MEDICAL  CARE  PROGRAM  DIRECTOR,  RHODE  ISLAND 

Question  No.  1:  You  mentioned  your  support  for  the  use  of  visiting  nurses.  I 
have  heard  that  Rhode  Island  Medicaid  only  pays  visiting  nurses  $8  for  a  visit 
that  costs  them  $12.01.  Is  this  true? 

Answer :  It  is  true  that  the  Rhode  Island  Medical  Assistance  Program,  as  of 
January  1,  1971,  does  pay  $8  for  a  visiting  nursing  home  visit.  However,  to  make 
a  simple  comparison  between  our  fee  schedule  and  the  Visiting  Nursing  Associa- 
tion cost  figures  does  not  provide  the  whole  picture  of  the  inter-relationship  be- 
tween the  Rhode  Island  Medical  Assistance  Program  and  Visiting  Nursing  Serv- 
ices within  the  context  of  our  total  Medical  Assistance  Program.  The  following 
factors  have  to  be  considered  to  give  added  dimension  to  the  Department  of  Social 
and  Rehabilitative  Services'  involvement  in  providing  payment  for  visiting  nursing^ 
services. 

1.  Visiting  Nursing  Associations  are  the  only  private  voluntary  health  agencies 
for  which  the  Rhode  Island  Medical  Assistance  Program  has  provision  for  making 
payment  for  services  rendered  eligible  recipients  of  the  Rhode  Island  Medical 
Assistance  Program. 

This  favorable  consideration  has  continued  to  prevail  despite  repeated  attempt* 
by  a  large  number  of  other  private  voluntary  health  agencies  to  be  included 
within  the  scope  of  our  program. 

It  was  in  recognition  of  the  essential  and  unique  role  of  the  visiting  nurses  in 
providing  home  health  services  oftentimes  in  lieu  of  direct  physicians'  services 
that  provision  of  payment  for  this  service  was  included  as  of  1957. 

2.  There  is  only  one  area  in  which  the  Rhode  Island  Medical  Assistance  Pro- 
gram makes  provision  for  payment  according  to  actual  'reasonable  cost'  of  the 
service  rendered;  namely,  hospital  in-patient  and  out-patient  clinics  and  emer- 
gency room  services.  This  exception  has  been  forced  upon  us  by  the  legal  require- 
ment of  P.L.  89-97  as  it  relates  to  payment  for  in-patient  hospital  services. 

It  is  no  secret  that  Rhode  Island,  together  with  many  other  States,  has  con- 
tinued to  object  to  this  Federal  regulation.  In  Rhode  Island,  this  hospital  expendi- 
ture continues  to  represent  the  'back-breaker'  of  the  State  Medicaid  Program. 

3.  Physicians  servicing  eligible  recipients  of  the  Rhode  Island  Medical  Assist- 
ance Program  are  paid  $10.00  for  a  home  visit  as  compared  to  the  $8.00  we  pay 
for  a  visiting  nursing  visit.  I  think  it  is  obvious  that  this  difeerential  is  not  very 
significant  in  view  of  the  professional  qualifications  of  the  members  of  each  of 
these  two  professions.  Further,  physicians  are  limited  to  making  two  visits  per 
month  without  having  to  request  prior  authorization.^  The  visiting  nurses,  on 

't.^^''  a^/^^^?^.         chronic  illness.  In  the  case  of  acute  illness,  prior  is  reniured 

For  Administrative  Purposes  :  An  acute  illness  is  defined  as  a  disease  which  usually 

runs  its  course  within  a  period  of  30  days.  wuicu  uiMiaiiy 

A  chronic  illness  is  defined  as  a  disease  which  usually  extends  beyond  the  period  of 

30  days  and  requires  periodic  review  and  evaluation.  penoa  or 

(338) 
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the  other  hand,  are  allowed  to  make  up  to  six  visits  per  month  without  requesting 
prior  authorization  and  up  to  15  visits  per  month  on  the  basis  of  prior  authori- 
zation. 

4.  It  should  also  be  noted  that  the  Rhode  Island  Medical  Assistance  Program 
does  not  impose  rigid  restrictions  on  the  authorization  of  payment  for  visiting 
nursing  services  in  accordance  with  the  patient's  diagnosis  and  the  level  of  skilled 
nursing  care  required  as  is  the  practice  of  Federal  Medicare.  I  respect  and  appre- 
ciate the  value  of  visiting  nursing  services  too  highly  to  even  contemplate  employ- 
ing the  unreasonable  regulatory  restriction  utilized  by  Federal  Medicare  in  making 
payment  for  nursing  visits  on  the  basis  of  certain  limited  specific  diagnoses.^ 

5.  In  order  for  Rhode  Island  to  continue  to  afford  and  administer  a  compre- 
hensive and  liberal  Medical  Assistance  Program,  it  goes  without  saying  that  the 
continuous  use  of  judicious  and  reasonable  controls  is  imperative. 

The  employment  of  an  open-ended  appropriation  in  meeting  the  costs  of  deliver- 
ing health  services  through  payment  on  the  basis  of  so-called  'reasonable  cost' 
without  concern  for  fiscal  responsibility  would  place  the  State  of  Rhode  Island 
in  the  unenviable  position  of  other  States  such  as  New  York  and  California  which 
have  been  compelled  to  curtail  certain  essential  services  and  supplies. 

Question  No.  2:  We  have  also  heard  testimony  that  the  reason  some  skilled 
nursing  homes  do  not  accept  Medicaid  patients  is  'because  the  State  Medicaid 
Program  does  not  reimburse  them  for  the  full  cost  of  their  services.  Is  this  trice, 
and  irJiy? 

Answer :  Skilled  Nursing  Homes  are  reimbursed  for  their  services  on  the  basis 
of  their  reasonable  audited  costs  up  to  a  maximum  per  diem  rate.  The  current 
maximum  rate  is  established  at  $15  per  day. 

N.B. — Approximately  75  percent  of  the  Skilled  Nursing  Homes  in  Rhode  Is- 
land are  presently  chissified  as  homes  whose  per  diem  rates  on  the  basis  of 
reasonable  audited  costs  are  less  than  the  $15  per  day  maximum.  This  phenome- 
non of  75  percent  of  the  homes  falling  within  less  than  the  established  maximum 
per  diem  rate  is  not  created  by  the  State  Medical  Assistance  Program.  This 
statistic  does  indicate  that  the  $15  per  diem  maximum  rate  is  not  so  unrealis- 
tically  low  as  to  fail  to  fulfill  the  requirements  of  the  majority  of  Skilled  Nurs- 
ing Homes. 

The  Rhode  Island  Medical  Assistance  Program  is  presently  providing  pay- 
ment for  1,700  of  its  eligible  recipients  residing  in  Skilled  Nursing  Home  fa- 
cilities. 

Of  this  total  of  1,700  recipients  of  Medical  Assistance  who  are  also  eligible 
for  benefits  under  the  Federal  Medicare  Program,  only  125  or  7.5  percent  of  our 
1,700  eligible  recipients  are  in  Extended  Care  Facilities  at  the  expense  of  Fed- 
eral Medicare. 

It  should  be  further  noted  that  Federal  Medicare  is  currently  assuming  re- 
sponsibility for  approximately  300  of  its  eligible  recipients  (of  which  125  are 
also  covered  by  the  Rhode  Island  Medical  Assistance  Program)  within  the  State 
of  Rhode  Island  who  are  presently  residing  in  certified  Extended  Care  Facilities. 

It  is  quite  obvious  that  Federal  Medicare  is  assuming  a  very  small  portion  of 
the  burden  in  this  area. 

The  Rhode  Island  Department  of  Social  and  Rehabilitative  Services  is  doing 
an  effective  job  in  placing  its  eligible  recipients  in  Skilled  Nursing  Homes.  We 
can  assure  you  that  there  are  no  patients  who  are  hospitalized  or  continue  to  be 
hospitalized^  unnecessarily  because  a  Skilled  Nursing  Home  placement  cannot 
be  effected. 

I  wish  we  could  say  as  much  for  the  Federal  Medicare  Program. 

While  it  may  appear  that  there  are  a  number  of  Skilled  Nursing  Home  Ad- 
ministrators who  are  unhappy  about  the  reimbursement  formula  of  the  Rhode 
Island  Medical  x^ssistance  Program,  it  is  nevertheless  true  that  most  Skilled 
Nursing  Home  Administrators  are  willing  to  accept  Medical  Assistance  recipi- 
ents in  need  of  such  care— in  preference  to  the  eligible  recipients  of  the  Title 
XVIII  Program  despite  the  fact  that  the  Title  XVIII  Program  does  not  impose 
a  limitation  on  the  maximum  rate  of  reimbursement. 

A  rather  curious  phenomenon — not  so  curious  when  we  consider  the  frequency 
with  which  retroactive  denials  of  payment  are  made  by  the  Medicare  Agency. 

The  '>5  percent  of  Skilled  Nursing  Homes  whose  per  diem  costs  are  in  excess 
of  the  maximum  rate  of  $15.00,  as  established  by  the  Rhode  Island  State  Agency, 
do  continue  to  accept  Medical  Assistance  recipients  on  a  quota  system. 


a  Please  refer  to  page  336  which  lists  a  few  examples  of  the  types  of  cases  for  which 
Federal  Medicare  has  refused  to  assume  responsibility  for  payment. 
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This  means  that  they  will  accept  a  certain  number  of  our  recipients  at  lesser 
than  their  reasonable  audited  cost  when  beds  are  available.  These  facilities,  for 
the  greater  part,  represent  the  newer — more  recently  constructed  facilities — 
elaborately  constructed  for  the  purpose  of  attracting  both  private  paying  pa- 
tients and  beneficiaries  of  Federal  Medicare. 

If  the  maximum  rates  established  by  the  Rhode  Island  Agency  were  not  in 
effect,  we  would  find  many  of  our  Medical  Assistance  recipients  who  are  pres- 
ently receiving  excellent  care  in  the  older  type  facilities  going  to  those  newer 
facilities  at  a  much  higher  cost  to  the  State  Agency. 

The  cost  of  providing  Skilled  Nursing  Home  care  can  very  readily  increase 
without  a  concomitant  increase  in  the  quality  and  level  of  care  provided  for 
those  eligible  recipients. 

I  can  assure  you  that  it  is  not  always  the  most  expensive  provider  of  medical 
service  or  Skilled  Nursing  Home  Facility  which  provides  the  best  quality  and 
highest  level  of  care. 

Question  No.  3 :  I  am  going  to  list  a  numder  of  changes  'being  made  in  Medicare 
and  Medicaid  hy  H.R.  1,  and  I  would  like  you  to  comment  on  each  of  them. 

Answer:  (a)  The  reduction  of  one-third  Federal  matching  in  grants  for  Medi- 
caid patients  staying  in  general  hospitals  after  60  days  and  the  reduction  by 
one-third  Federal  matching  in  grants  for  stays  in  Skilled  Nursing  Homes  after 
60  days  would  result  in  Rhode  Island  losing  approximately  $2,500,000  in  Federal 
matching  funds. 

This  loss  would  be  experienced  despite  consideration  of  a  projected  gain  of  2.5 
percent  in  Federal  funding  in  the  areas  of  out-patient  hospital  services,  clinic 
services  and  home  health  services. 

This  proposed  increased  matching  obviously  is  to  encourage  a  more  extensive 
use  of  services  provided  outside  of  hospital  and  nursing  home  settings. 

The  fact  remains,  however,  that  the  need  for  long-term  care  for  the  severely-ill 
or  handicapped  will  not  be  eliminated  through  the  implementation  of  this  device 
of  cutting  back  Federal  matching  funds  for  institutional  care.  The  Rhode  Island 
policy  already  promotes  the  maximal  use  of  medical  services  outside  of  hospital 
and  nursing  home  settings. 

The  principal  effect  of  these  curtailments  in  Federal  reimbursement  would  be 
to  burden  the  State  with  increasing  costs  of  providing  care  for  our  aged  and 
disabled  citizens  in  our  long-term  care  facilities  (State  Institutions). 

(b)  The  position  of  H.R.  1  which  requires  that  persons  eligible  for  the  Medi- 
caid Program  pay  a  premium  set  at  graduated  rates  for  receiving  Medicaid  serv- 
ices will  probably  decrease  utilization  of  medical  services  by  eligible  recipients. 

One  may  argue  that  this  decrease  in  utilization  of  medical  services  will  reduce 
costs.  However,  I  think  that  the  small  savings  realized  from  the  decreased  utili- 
zation will  be  more  than  offset  by  the  increased  administrative  expenses  incurred 
in  establishing  and  maintaining  a  system  to  implement  this  provision. 

It  should  be  noted  that  this  premium  factor  may  deter  persons  of  limited  in- 
come from  seeking  necessary  medical  care  which  will  negate  the  concept  of  the 
original  Title  XIX  legislation  which  stressed  preventive  medical  care  rather  than 
long-term  chronic  care.  I  would  venture  to  predict  that  these  savings  would 
seriously  detract  from  the  utilization  of  preventive  medical  services  and  lead  to 
a  significant  increase  in  payments  for  therapeutic  services  in  expensive  hospital 
settings. 

In  the  month  of  January,  1969.  we  conducted  a  very  careful  program  analysis 
for  the  purpose  of  determining  the  areas  in  which  INfedicaid  expenditures  could 
be  reduced  without  sacrificing  the  quality  of  care.  We  took  a  very  careful  and 
close  look  at  the  possibility  of  requiring  our  eligible  recipients  to  pay  a  premium 
or  participate  in  partial  payment  for  medical  services  through  the  medium  of 
payment  of  a  deductible  and  co-insurance  factor. 

The  results  of  this  careful  analysis  led  us  to  the  conclusion  that  we  would 
not  be  achieving  a  significant  financial  saving  and  would  undoubtedly  impose 
unreasonable  barriers  to  the  utilization  of  essential  preventive  medical  services. 
The  reduction  in  utilization  of  these  preventive  medical  services  would  only 
result  in  a  more  extensive  use  of  the  more  expensive  therapeutic  services — 
namely,  hospitalization  and  Skilled  Nursing  Home  services. 

(c)  Yes,  the  increase  in  the  deductible  and  co-insurance  factors  as  outlined  in 
H.R.  1  will  increase  INIedicaid  costs.  We  are  most  distressed  at  the  increas:es  in 
the  Part  B  premium,  the  Part  A  deductible  and  co-insurance  factors  which  have 
already  been  implemented.  We  are  strongly  opposed  to  further  increases  in  these 
areas. 
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The  resultant  of  these  actions  is  simply  a  transfer  of  responsibility  from  Title 
XVIII  to  the  Title  XIX  Programs.  Any  savings  that  are  realized  in  the  Title 
XVIII  Program  are  being  borne  by  the  Title  XIX  Programs  with  the  States 
having  to  assume  a  portion  of  the  additional  cost.  In  the  case  of  Rhode  Island, 
49.74%  of  the  additional  expenditure  must  be  met  with  State  funds. 

It  is  my  impression  that  the  current  thinking  in  relation  to  welfare  and  Medi- 
caid expenditures  is  to  bring  relief  to  the  States  by  the  Federal  Government  as- 
suming more  responsibility  for  funding  these  programs. 

Question  Xo.  Jf.-  H.R.  I  encourages  State  Medicaid  Programs  to  use  HMO's  hy 
providing  increased  matching  grants  to  the  States.  Do  you  favor  the  use  of  HMO's f 

Answer :  The  Department  of  Social  and  Rehabilitative  Services,  through  Medi- 
cal Standards  and  Review,  is  currently  negotiating  with  two  health  mainten- 
ance organizations — The  Rhode  Island  Group  Health  Association  and  The 
Providence  Health  Centers,  Inc.  Numerous  sessions  have  been  held  with  officials 
of  these  two  organizations  and,  to  date,  these  meetings  and  negotiations  have 
proceeded  smoothly. 

The  viability  of  Plealth  Maintenance  Organizations  is  predicated  on  the  as- 
sumption that  they  can  and  will  provide  comprehensive  health  care  on  a  sig- 
nificantly more  economic  basis  than  the  procurement  of  these  services  on  an  indi- 
vidual fee-for-service  basis. 

It  is  our  intent  to  negotiate  capitation  fees  with  these  two  Health  Maintenance 
Organizations  which  will  be  at  a  level  at  least  equivalent  to,  if  not  less  than, 
the  cost  of  providing  similar  services  on  a  fee-for-service  basis. 

We  support  the  concept  of  Health  Maintenance  Organizations  provided  that  they 
meet  certain  criteria  : 

1.  Easy  access  to  medical  services  on  a  continuous  basis. 

2.  Comprehensive  health  ser^'ices. 

3.  Com])arable  healtli  services  can  be  obtained  less  expensively  than  the 
same  services  on  a  fee-for-service  basis. 

4.  The  Health  Maintenance  Organizations  must  fulfill  their  responsibility 
to  participating  third-party  paying  agencies  and  its  eligible  recipients  on  a 
responsible  and  total  basis. 

This  means  that  these  services  must  be  available  through  the  HMO 
mechanism  and  its  staff  on  a  24-hour  basis ;  that  the  eligible  recipients  are 
not  placed  in  the  position  of  having  to  seek  essential  services  from  other 
sources  simply  because  the  responsible  HMO  staff  is  not  available  to  them  at 
the  time  of  their  medical  needs. 

5.  Providing  that  the  HMO  does  not  become  so  engrossed  in  its  efforts  to 
demonstrate  i)rovisions  of  services  at  less  cost  that  it  will  fail  to  insure  the 
provision  of  necessary  expensive  medical  services  and  supplies. 

What  happens  when  the  HMO  finds  itself  in  financial  hardship  and  decides 
to  alleviate  this  hardship  by  a  reduction  of  services? 

^^Tiat  happens  when  the  HMO  finds  that  it  cannot,  in  fact,  provide  a  con- 
stellation of  health  services  at  an  established  premium  and,  therefore,  sim- 
ply raises  its  premiums  without  concern  for  the  ability  of  eligibility  recipients 
to  pay  these  higher  premiums  ? 
These  are  but  a  few  of  the  questions  to  be  answered  before  we  can  determine 
the  validity  of  the  HMO  concept.  The  fact  remains  that  all  HMO's  will  not  at- 
tain the  degree  of  high  quality  performance  attributed  to  the  Kaiser  Permanente 
Plan. 


ITEM  2,  LETTER  FROM  WADE  C.  JOHNSON,  EXECUTIVE  DIRECTOR, 
HOSPITAL  ASSOCIATION  OF  RHODE  ISLAND,  IN  RESPONSE  TO  SPE- 
CIFIC QUESTIONS  RAISED  BY  SENATOR  PELL 

November  18,  1971. 

Dear  Senator  Pell  :  I  hope  you  will  forgive  my  tardiness  in  responding  to  your 
letter  of  October  15,  with  which  you  enclosed  four  questions  in  followup  of  our 
September  20  testimony  in  Providence  before  the  Senate's  Special  Committee  on 
Aging.  We  have  been  unusually  busy  with  a  number  of  activities  including  our 
Association  Annual  Meeting  last  week.  In  that  connection,  let  me  take  this  op- 
portunity to  express  appreciation  for  the  telegrams  which  you  sent  to  the  three 
recipients  of  our  Association's  first  Distinguished  Service  Award.  These  telegrams 
were  read  by  our  President  at  the  Annual  Dinner,  and  I  know  that  they  were  sin- 
cerely appreciated  by  the  Award  recipients. 
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Now,  to  get  on  with  tlie  responses  to  the  four  questions  you  sent  us : 
You  ask  whether  we  foresee  a  50%  increase  in  hospital  costs  in  Rhode  Island 
in  the  next  year  or  two.  In  answering  this,  I  think  I  should  begin  by  saying  that 
if  some  wholly  new  comprehensive  health  care  plan  were  to  be  adopted  within 
the  next  two  years  which  completely  changes  and  greatly  enlarges  the  scope  of 
that  which  is  included  in  hospital  costs,  perhaps  we  could  conceivably  see  in- 
creases of  that  magnitude.  But  if  during  the  next  two  years,  we  continue  to  have 
more  or  less  the  present  scope  of  hospital  services  and  the  present  general  pat- 
tern of  delivery  of  health  care,  I  think  we  can  safely  say  that  an  increase  in  hos- 
pital costs  of  50%  is  highly  unlikely.  If  the  system  changes,  the  increase  in  costs 
of  hospitals  will  depend  on  the  nature  and  the  timing  of  the  changes,  and  the 
extent  to  which  they  w^ere  implemented  between  now  and  1974 — all  of  which  are 
matters  in  which  the  Government  and  the  Congress  will  obviously  have  a  con- 
siderable voice,  and  which  are  by  no  means  wholly  within  the  power  of  hospitals 
to  determine. 

Your  second  question  asks  the  position  of  our  Association  concerning  health 
maintenance  organizations  and  the  role  of  hospitals  therein.  As  I  believe  you  are 
aware  from  our  testimony,  the  Board  of  Trustees  of  the  Hospital  Association 
(representing  all  of  the  hospitals  in  Rhode  Island)  has  endorsed,  in  principle, 
some  time  ago,  the  "Ameriplan"  report  of  the  American  Hospital  Association 
which  advocates  the  establishment  of  health  care  corporations. 

While  the  Ameriplan  concept  includes  the  characteristics  of  the  health  mainte- 
nance organization,  the  Ameriplan  health  care  corporation  covers  a  broader 
range  of  responsibilities  which  might  or  might  not  be  hospital  based.  Our  Asso- 
ciation, therefore,  has  not  taken  a  position  on  the  question  whether  each  of  our 
hospitals  should  or  should  not  be  developed  into  a  component  of  a  health  main- 
tenance organization.  But  as  a  general  observation,  our  Association  is  anxious 
to  be  supportive  of  changes  in  the  health  care  delivery  system  if  such  changes  will 
best  ensure  the  proper  level  of  quality  health  care  being  made  accessible  to  all 
Rhode  Islanders  in  an  acceptable  manner. 

In  answer  to  your  third  question,  I  think  you  would  agree  that  there  are  some 
very  definite  similarities  and  also  some  differences  between  the  Ameriplan  pro- 
posal which  our  Association  has  endorsed  on  the  one  hand,  and  your  bill,  S.  703, 
on  the  other  hand.  I  believe  you  are  aware  that  the  American  Hospital  Associa- 
tion, despite  some  debate  within  its  ranks,  has  advocated  non-profit  health  care 
corporations  as  distinguished  from  for-profit  corporations.  The  Hospital  Asso- 
ciation of  Rhode  Island  has  not  thus  far  taken  any  position  on  this  particular 
issue  of  profit  versus  non-profit. 

In  response  to  your  fourth  question,  our  Association  definitely  does  not  favor 
the  provision  in  H.R.  1  which  would,  in  effect,  allow  each  of  the  states  to  dictate 
rates  of  payment  to  hospitals  under  Medicaid  which  might  be  substantially  less 
than  the  "reasonable  cost"  basis  of  reimbursement  to  hospitals  presently  in  effect 
under  Medicare.  In  fact,  we  are  on  record  as  favoring  the  development  of  an 
agreement  between  the  hospitals  and  the  State  of  Rhode  Island  whereby  the  State 
would  reimburse  hospitals  on  a  negotiated,  prospective  rate  basis  comparable 
to  that  which  we  have  in  recent  months  worked  so  hard  to  put  into  effect  between 
hospitals  and  Blue  Cross  in  Rhode  Island.  It  is  our  belief  that  prospective  rating 
with  incentives  for  cost  economy  are  a  much  more  desirable  basis  than  any  cost 
reimbursement. 

Again,  we  appreciated  the  opportunity  to  testify  on  September  20  and  we 
also  appreciate  this  further  opportunity  to  answer  questions  which  time  did  not 
permit  you  to  ask  on  September  20.  If  you  feel  that  any  of  the  responses  to  your 
questions  need  clarification,  or  if  we  can  be  of  service  in  any  other  way,  please 
do  not  hesitate  to  call  upon  us  again. 


ITEM  3.  LETTER  FROM  ALBERT  V.  LEES,  PRESIDENT,  RHODE  ISLAND 
ASSOCIATION  OF  FACILITIES  FOR  THE  AGED,  IN  RESPONSE  TO  SPE- 
CIFIC QUESTIONS  RAISED  BY  SENATOR  PELL 

Noveml)er  4,  1971. 

Dear  Senator  Pell:  In  response  to  your  letter  of  October  20,  raising  ques- 
tions concerning  Medicare  and  Medicaid,  we  would  like  to  answer  these  as  follows. 

Question  1.  What  changes  in  Medicare  and  Medicaid  would  you  suggest  to  cover 
the  intermediate  level  of  care  pro'blems? 
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Answer.  We  recommend  the  Geri-Care  program  as  outlined  by  the  American 
Association  of  Homes  for  the  Aging,  and  would  like  to  call  to  your  attention  the 
recommendations  as  contained  on  page  2  and  page  4,  especially  the  recommenda- 
tion covering  the  request  that  this  program  be  federalized  and  transferred  to  the 
Social  Security  Administration  for  administration  and  regulation.  Enormous 
benefit  would  be  derived  from  such  a  transfer,  both  in  cost  due  to  present  duplica- 
tion of  staff  and  in  efficiency  of  administration. 

Question  2.  Could  you  give  us  examples  of  problems  caused  ly  the  current  de- 
ficiencies in  Medicare  and  Medicaid  in  this  area? 

Answer.  The  major  problem  in  this  field  is  the  insufficiency  of  monies  appro- 
priated by  the  state.  For  example,  the  total  reimbursement  at  the  present  time  is 
$15.00  per  day,  which  consists  of  $7.50  state  funds  matching  federal  funds  of 
$7.50.  However,  just  within  the  East  Providence  area  there  are  no  homes  that 
provide  care  at  $15.00  per  day.  We  have  personally  surveyed  five  nursing  homes 
within  the  area  and  the  daily  rates  range  from  $17.00  to  $33.00  per  day.  Geri- 
Care  also  points  out  some  glaring  deficiencies  within  the  Medicare  program. 

Question  5.  How  do  the  non-profit  facilities  cover  costs  not  now  met  hy 
Medicaid? 

Answer.  The  non-profit  organizations  have  no  other  alternative  but  to  conduct 
charitable  drives,  use  income  from  endowment  funds  left  their  homes,  and  make 
appeals  to  their  affiliated  churches  and  organizations  within  the  state.  We  also 
rely  on  volunteer  groups  to  raise  funds  for  our  institutions  as  well  as  conducting 
our  own  fairs  and  bazaars  to  raise  additional  funds. 

Question  4.  Is  it  realistic  to  expect  that  Medicaid  can  pay  for  these  costs  in 
full? 

Answer.  As  long  as  the  state  does  not  appropriate  the  necessary  monies  we 
certainly  can  not  expect  these  costs  to  be  paid  in  full.  Therefore,  we  feel  that  the 
whole  program  has  to  be  revised  concerning  the  funding  of  both  Medicare  and 
Medicaid.  For  example,  under  present  conditions  the  patient  who  is  able  to  pay 
full  cost  in  our  skilled  nursing  homes  is  over  charged  as  he  or  she  has  to  under- 
write the  cost  of  the  indigent  person  due  to  the  insufficient  cost  reimbursement 
formula  that  is  now  being  applied. 

I  personally  enjoyed  participating  in  the  hearing  in  Providence  and  con- 
sidered it  quite  an  honor  to  be  invited.  If  there  is  anything  that  I  can  do  or  that 
our  Association  can  do,  please  call  upon  us.  We  will  be  very  happy  to  oblige. 

[Enclosure.] 

Geri-Care 

A  program  of  legislative  and  administrative  goals  advocated  by  AAHA  which 
are  designed  to  provide  for  the  needs  of  today's  aged  in  the  area  of  institu- 
tional care  and  services. 

/.  Recommendations  for  improvement  in  health-care  for  the  aged  in  the  United 
States 

National  Health  Insurance 

Recommendation. — Any  program  of  National  Health  Insurance  should  con- 
tain at  least  a  provision  which  would  require  the  Secretary,  within  an  appro- 
priate amount  of  time,  to  not  only  study  but  also  develop  a  long-term  care  bene- 
fit which  would  provide  total  comprehensive  care  and  services  to  the  aged 
and  chronically  ill. 

Comment. — It  is  possible  that  actuarial  considerations  will  limit  the  amount, 
scope  and  duration  of  long-term  care  which  can  be  provided  for  at  the  outset 
of  a  program  of  National  Health  Insurance.  This,  however,  should  not  pre- 
clude planning  and  programming  by  the  Secretary  which  will  look  to  the  event- 
ual phasing-in  of  a  long-term  care  benefit. 

Because  the  lead-in  time  required  for  such  a  phasing-in  would  probably  be 
considerable,  it  is  now  exceptionally  critical  that  perfection  and  expansion 
should  be  pursued  in  the  existing  disparate  programs,  namely.  Medicare,  Medi- 
caid, Intermediate  Care  and  Housing  for  the  Elderly,  which  together  comprise 
a  kind  of  national  program  of  long-term  care  for  the  aged  and  chronically  ill. 

There  is  great  danger  that  the  pursuit  of  perfection  in  present  programs  will 
be  lost  sight  of  or  diminished  while  National  Health  Insurance  is  being  neces- 
sarily pursued.  The  best  insurance  that  the  problem  of  long-term  care  in  a  pro- 
gram of  National  Health  Insurance  will  be  resolved  expeditiously  is  to  perfect 
and  expand  existing  programs.  Everything  is  gained  and  nothing  is  lost  by 
this  approach.  When  National  Health  Insurance  is  effected,  the  present  pro- 
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grams  can  be  absorbed  into  it  as  the  long-term  care  benefit  or  they  can  be 
gradually  phased-out  as  separate  programs  while  being  phased-in  as  an  integral 
part  of  National  Health  Insurance.  The  essential  and  all  important  point  is 
that  today's  aged  will  be  provided  for  as  well  as  tomorrow's  aged. 

Medicaid 

Recommendation. — Transfer  the  program  of  care  and  services  in  Intermedi- 
ate Care  Facilities  from  Title  XI  to  Title  XIX. 

Comment. — Presently  under  Title  XI,  this  program  is  limited  to  the  cate- 
gorically-needy and  by  HEW  interpretation,  each  State  is  free  to  determine  the 
rules  and  regulations  which  shall  apply  to  its  program  of  Intermediate-Care. 
By  transferring  this  program  to  Title  XI  as  a  part  of  Medical  Assistance,  two 
major  items  in  the  public  interest  could  be  obtained  (1)  the  number  of  aged 
persons  eligible  for  such  care  would  be  increased  because  the  medically-needy 
aged  would  become  eligible  in  addition  to  the  already  eligible  categorically- 
needy  aged,  and  (2)  the  confusion  over  whether  the  State  or  the  Secretary  has 
the  authority  to  establish  rules  and  regulations  would  be  dispelled  since  the 
force  of  Sections  1901  and  1902  of  Title  XIX  would  come  into  play  and  the 
Secretary  would  thereby  have  the  clear  authority  to  regulate  intermediate- 
care.  This  would  result  in  a  uniform  program  of  intermediate-care  for  the  aged 
across  the  50  states. 

Recommendation. — Apply  the  present  Medicare  reimbursement  formula  to 
Title  XIX  skilled  nursing  home  care  and  to  intermediate  care  as  is  already  the 
case  with  Title  XIX  hospital  care. 

Comment. — The  medicare  reimbursement  formula  is  designed  to  determine 
with  a  significant  degree  of  accuracy  the  cost  of  care  and  services  to  the  indi- 
vidual Medicare  recipient  and  thus  to  the  Medicare  program.  The  formula  can 
and  should  be  refined  and  efforts  in  this  direction  should  be  continued.  Never- 
theless, of  all  the  methods  of  reimbursement  presently  employed  in  programs 
of  care  for  the  aged,  it  represents  the  single  best  effort  to  determine  the  cost 
of  care  and  services  received  by  the  individual  patient.  As  such,  it  possesses  a 
high  degree  of  public  accountability. 

As  presently  constituted,  the  reimbursement  methods  employed  in  Title  XIX 
skilled  nursing  home  programs  as  well  as  those  employed  in  Title  XI  inter- 
mediate care  programs  are  characterized  by  their  singular  lack  of  any  sig- 
nificant degree  of  public  accountability.  It  is  this  lack  of  public  accountabil- 
ity which  more  than  any  other  element  has  contributed  to  not  only  the  in- 
efficient cost  of  these  programs  but  also  to  the  several  abuses  which  mark  these 
programs.  If  by  efficiency,  it  is  meant  that  the  largest  amount  of  necessary  care 
is  being  purchased  by  the  Federal  health  dollar,  then  methods  of  reimbursement 
such  as  prospectively  negotiated  rates,  per  diems,  rates  by  patient-classification, 
point  systems,  rates  by  category  of  facility  and  the  like  are  universally  char- 
acterized by  their  lack  of  any  assurance  that  the  patient  will  receive  the  care 
and  service  w^hich  the  program  is  thus  buying. 

The  only  proven  method  of  reimbursement  which  offers  any  assurance  that  the 
health  dollar  is  buyinig  the  largest  amount  of  care  and  that  the  program  is  re- 
ceiving the  care  for  which  it  is  making  expenditures  is  a  system  which  pays  the 
reasonable  cost  of  the  care  and  services  actually  received  by  the  individual 
patient,  that  is,  a  retrospective  reimbursement  based  upon  the  auditable  rea- 
sonable cost  of  care  and  service. 

It  is  true  that  such  a  system  may  encourage  "over-care,"  but  this  is  to  be 
preferred  to  a  system  which  encourages  "under-care"  while  making  payment  for 
"maximum-care"  at  a  rate  previously  negotiated.  While  the  total  cost  of  the  pro- 
gram is  harmed  by  "over-care."  at  least  the  program  would  have  purchased  such 
care  at  the  reasonable  cost  of  the  over-care.  However,  the  important  factor  is 
that  the  patient  is  not  harmed  by  the  "over-care."  Whereas,  both  the  patient  and 
the  program  are  harmed  by  "under-care"  purchased  at  "maximum-care"  rates. 
Further,  the  abuse  to  the  program  of  over-care  at  reasonable  cost  is  more  sus- 
ceptible to  policing,  detection  and  elimination  than  is  the  immoral  abuse  of 
"under-care"  and  the  fraudulent  abuse  of  such  "under-care"  purchased  at  a 
"maximum-care"  reimbursement  rate  previously  negotiated. 

There  are  those  who  ars:ue  that  applying  the  Medicare  reimbursement  formula 
to  Title  XIX  skilled  nursing  home  care  and  to  Title  XT  intermediate  care  would 
not  only  increase  the  costs  of  these  programs  but  would  cause  such  cos;ts  to  skv- 
rocket.  This  argument  is  made  despite  the  absence  of  any  study  which  would 
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substantiate  the  argument.  To  the  contrary,  there  are  those  who  maintain  most 
vigorously  that  program  costs  would  certainly  not  skyrocket,  and  some  even 
argue  that  program  costs  would  not  increase  but  would  remain  where  they  are 
now.  However,  if  cost  reimbursement  were  to  increase  program  costs,  there  is 
reason  to  expect  that  the  increase  would  not  be  substantial  and  such  an  increase 
as  there  might  be  would  be  more  than  offset  by  both  the  tremendous  increase 
in  the  cost-effectiveness  of  the  programs  and  by  the  substantial  gain  in  the  care 
received  by  the  aged  patient.  In  short,  there  would  be  a  greater  health-return 
for  both  the  Medicaid  and  the  Intermediate  Care  dollar.  Hence,  from  one  point 
of  view  of  cost  effectiveness,  the  programs  would  gain  in  efficiency. 

Finally,  the  application  of  the  Medicare  Reimbursement  formula  to  other  pro- 
grams of  institutional  care  of  the  aged  would  eliminate  the  need  for  a  distinct 
part  EOF  in  these  facilities.  This  would  then  work  to  eliminate  the  audit  over- 
kill presently  at  work  in  ^Medicare.  This,  too.  would  be  a  gain  in  efiiciency  and 
would  reduce  costs.  What's  more,  this  would  eliminate  the  needless  movement  of 
patients  as  well  as  reduce  the  fragmentation  of  care. 

Recommendations. — Authority  should  be  granted  to  the  Secretary  to  determine 
norms  for  care  regimens,  length  of  stay  required  by  diagnosis,  and  area-wide 
cost  factors.  Payment  would  be  guaranteed  whenever  such  norms  were  not  ex- 
ceeded. However,  whenever  such  norms  were  exceeded,  payment  for  the  excess 
would  be  denied  unless  the  facility  or  its  utilization  review  committee  or  the 
attending  physician,  as  the  circumstances  would  dictate,  could  justify  the  excess. 

Comment. — The  record  is  replete  with  substantiating  arguments  for  this  change 
and  its  feasibility.  Suffice  it  to  state,  that  this  change  would  go  a  long  way  to 
curb  the  abuse  of  "under-care"  purchased  by  "over-reimbursement"  as  well  as 
the  abuse  of  "over-care."  This  would  also  work  to  achieve  necessary  care.  Again, 
program  efficiency  would  be  increased. 

Recommendation . — Federalize  the  present  programs  of  care  for  the  aged  con- 
tained in  the  Social  Security  Act,  in  addition  to  the  already  Federalized  Medi- 
care, and  transfer  them  to  the  Social  Security  Administration  for  administra- 
tion and  regulation.  The  funding  of  this  combined  program  of  health-care  to  the 
aged,  other  than  that  of  INIedicare,  should  be  by  general  revenues.  Under  this 
arrangement,  INIedicare  benefits  would  continue  to  be  paid  from  the  trust  fund 
while  all  other  health-care  for  the  aged,  such  as  the  present  ^Medicaid  and  In- 
termediate Care,  would  be  paid  from  general  revenues.  All,  however,  would  be 
administered  by  the  Social  Security  Administration. 

Comment. — This  recommendation  is  predicated  on  the  assumption  of  national, 
rather  than  local,  responsibility  for  the  health  care  of  the  aged.  The  inevitabil- 
ity of  old  age  and  its  attendant  health  vulnerability  is  not  attributable  to  the 
communities  in  which  the  aged  reside.  There  is  not  a  Kansas  physiology  of  aging 
as  distinct  from  a  California  physiology  of  aging.  Old  age  and  in  its  infirmities 
are  attributable  to  no  other  cause  than  that  of  the  nature  of  man  which  is  uni- 
versal and  as  such  is  the  same  in  all  the  50  states  and  their  communities. 

Further,  financing  the  health-care  of  the  aged  from  the  comparatively  pro- 
gressive Federal  income  tax,  as  distinct  from  splitting  the  bill  50-50  with  the 
States  who  largely  raise  their  funds  with  regressive  taxes,  is  a  step  forward  in 
the  direction  of  a  more  equitable  way  of  sharing  what  is  a  common  responsibility 
because  of  the  universal  human  need  thus  involved. 

Again,  because  the  human  need  thus  involved  is  universal,  federalizing  health- 
care for  the  aged  would  provide  a  uniform  program  across  the  50  states.  Hence, 
it  would  no  longer  be  better  to  be  old  in  one  state  rather  than  in  another.  Con- 
versely, it  would  no  longer  be  more  tragic  and  a  greater  agony  to  be  old  in  one 
state  rather  than  in  another. 

Finally,  federalizing  health  care  for  the  aged  should  result  in  greater  public 
accountability  ;  in  a  more  efficient  program  (audit  over-kills  and  inspection  over- 
l^ills  would  be  eliminated)  ;  in  greater  quality  in  care  and  services:  and,  hence, 
greater  security  for  America's  aged. 

Recommendation.— ^Qdtion  1908(b)  should  be  amended  to  provide  that  Boards 
of  Examiners  for  the  Licensing  of  Nursing  Home  Administrators  should  be  pre- 
cluded from  having  among  their  members  a  majority  of  members  who  have  a 
direct  or  indirect  financial  interest  in  nursing  homes  or  a  majority  composed  of 
a  combination  of  members  who  are  employees  of  nursing  homes  with  members 
who  have  a  direct  or  indirect  financial  interest  in  nursing  homes. 

Comment.— The  purpose  of  Section  1902(a)  (29)  is  to  raise  the  quality  of  care 
in  nursing  homes  by  raising  the  quality  of  nursing  home  administration  and  the 
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purpose  of  Section  1908(b)  is  to  provide  for  a  Board  that  is  representative  of  the 
professions  and  institutions  concerned  with  care  of  the  chronically  ill  and  infirm 
aged  patients— and,  in  doing  so,  Section  1908(b)  properly  recognized  the  inter- 
disciplinary character  of  long-term  care  of  the  aged.  The  realization  of  the 
purposes  of  these  sections  is  threatened  if  not  nullified  by  Boards  which  are 
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Medicare 

i^eco«^men(Za^ion.-Aii  increase  in  benefits  by  adding  a  long-term  care  benefit 
for  those  80  years  or  older.  Such  a  benefit  is  not  to  be  limited  by  calendar  davs 
or  lands  of  covered  care  and  services.  In  the  form  of  institutiLal  benefits  1? 
would  only  require  a  physical  or  mental  condition  such  that  it  could  not  be  cared- 
f or  other  than  m  an  institution.  In  the  form  of  non-institutional  benefits  it  would 
require  only  a  physical  or  mental  condition  requiring  such  care  and  services 

Comment.— This  would  be  a  tremendous  step  forward  in  securing  old  aae  bv 
means  of  an  insurance  program.  The  age  group  80  years  and  older  is  selected 
because  such  a  group  is  easily  definable  and  predictable  from  an  actuarial  frame 
of  reference.  Further,  almost  all  who  have  survived  to  80  years  and  beyond  are 
111  need  of  some  form  of  long-term  care  for  some  abiding  infirmity  or  illness 
I  or  the  foreseeable  future,  this  is  a  fact  of  life.  It  is  also  a  fact  of  life  that  those 
who  have  survived  this  long  are  in  their  poorest  financial  condition  and  thus 
least  able  than  at  any  other  time  in  their  lives  to  purchase  care  and  services 

Recommendation. — Combine  Parts  A  and  B. 

Comment.— The  record  is  replete  with  reasons  for  this  improvement.  The  cost 
of  such  an  improvement  could  be  alleviated  by  a  reduction  in  the  number  of  cov- 
ered hospital  days.  However,  such  a  cut  should  not  be  less  than  thirty  (30)  days. 

Recommendation.— Replace  the  present  "insurance"  definition  of  a  spell  of  ill- 
ness with  an  "illness"  definition  of  a  spell  of  illness.  A  new  spell  of  illness  should 
be  generated  by  any  of  the  following :  a  new  development  in  the  present  illness ;  a 
reoccurrence  of  an  old  illness  ;  or  the  onset  of  a  new  illness. 

Comment.— The  generation  of  a  spell  of  illness  should  not  be  contingent  upon 
an  individual's  ability  to  survive  a  certain  number  of  consecutive  days  without 
need  for  institutional  care  or  services  nor  should  it  be  contingent  upon  his  place 
of  abode  which  is  frequently  attendant  upon  his  financial  resources. 

Recommendation. — The  present  requirement  of  at  least  three  days  hospitaliza- 
tion in  order  to  be  eligible  for  other  than  hospital  benefits  should  be  eliminated. 

Comment. — The  existence  of  this  requirement  has  contributed  to  over-utiliza- 
tion of  the  costly  hospital  setting  in  order  to  secure  other  Medicare  benefits,  thus 
contributing  unnecessarily  to  the  cost  of  the  program. 

The  individual  recipient  should  be  able  to  be  admitted  directly  to  a  participat- 
ing institution  other  than  a  hospital  upon  certification  by  the  attending  physician 
that  the  recipient  requires  this  care  and  does  not  require  prior  hospitalization 
because  such  hospitalization  is  not  necessary,  but  the  need  for  care  other  than 
hospital  care  does  indeed  exist.  This  should  also  apply  to  the  need  for  home- 
health  benefits. 

Recommendation. — An  additional  institutional  benefit  should  be  provided 
under  Medicare,  namely,  an  Intermediate-Care  benefit.  This  benefit  should  be 
similar  to  the  extended-care  benefit. 

Comment. — The  rationale  for  such  a  benefit  is  that  an  individual  can  reach 
a  phase  during  a  covered  illness  wherein  he  would  not  require  skilled  nursing 
care  but  would  require  institutional  care  and  services  greater  than  room  and 
board  but  less  than  skilled  nursing  care.  In  the  form  of  a  post-hospital  benefit, 
the  intermediate-care  benefit  like  the  extended-care  benefit  would  be  required 
to  be  related  to  the  condition  for  which  the  recipient  was  hospitalized. 

Recommendation. — Authority  should  be  granted  to  the  Secretary  to  deter- 
n^ine  norms  for  care  regimens,  length  of  stay  required  by  diagnosis,  and  area- 
wide  cost  factors.  Payment  would  be  guaranteed  whenever  such  norms  were 
not  exceeded.  However,  whenever  such  norms  were  exceeded,  payment  for  the 
excess  would  be  denied  unless  the  facility  or  its  utilization  review  committee 
or  the  attending  physician,  as  the  circumstances  would  dictate,  could  justify  the 
excess. 

Comment. — The  record  is  replete  with  substantiating  arguments  for  this 
change  and  its  feasibility.  See  comment  under  companion  recommendation  for 
]Medicaid  on  page  four. 
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Recommendation.—There  should  be  a  guaranteed  minimum  number  of  cov- 
ered days  of  post-hospital  benefits  upon  proper  transfer  from  a  hospital  to  an- 
other participating  institution  or  to  home-health  care.  The  guaranteed  covered 
period  should  be  only  for  so  long  as  is  necessary  for  the  receiving  agency's  utiliza- 
tion review  committee  to  make  a  determination  of  the  need  for  covered  care 
and  service. 

Cormnent.— The  present  system  of  retroactive  denial  is  unjust  to  both  the 
patient  and  to  the  receiving  agency.  Both  of  these  are  penalized  for  the  actions 
of  those  who  proceed  them  in  the  continuum  of  care  thus  provided,  namely,  the 
transferring  hospital  and  the  attending  physician.  The  assumption  by  the  re- 
ceiving agency  that  the  patient  would  not  be  thus  transferred  unless  he  required 
covered  care  and  service  by  the  receiving  agency  is  a  proper  one  and  should  be 
honored.  Neither  the  patient  nor  the  receiving  agency  is  in  a  position  to  assume 
otherwise.  Hence  a  denial  of  benefits  retroactive  to  the  first  day  of  care  and 
service  in  or  by  the  receiving  agency  is  an  unwarranted  injustice  not  only  to 
the  receiving  agency  but  to  the  patient  who  now  becomes  liable  for  the  cost  of 
the  care  and  services  thus  denied  as  benefits. 

Recommendation. — Amend  the  Medicare  Act  to  provide  that  an  allowance  of 
a  reasonable  return  on  land,  plant  and  equipment  employed  in  the  provision  of 
patient  care  is  allowable  as  an  element  of  the  reasonable  cost  of  covered  services 
furnished  to  beneficiaries  by  all  providers  of  service,  both  non-proprietary  pro- 
viders, that  is.  those  providers  that  are  organized  on  a  not-for-profit  basis,  as 
well  as  proprietary  providers,  that  is,  those  providers  that  are  organized  and 
operated  with  the  expectation  of  earning  profit  for  the  owners.  Presently,  pro- 
prietary providers  are  permitted  a  return  on  equity  capital  but  not-for-i)rofit 
providers  are  denied  such  a  return. 

Comment. — Presently.  Medicare  allows  a  return  on  equity  capital  to  for-profit 
providers  of  service  but  denies  a  similar  return  to  not-for-profit  providers.  In 
the  Medicare  Principles  of  Reimbursement  for  Provider  Costs,  this  difference  in 
treatment  between  for-profit  and  not-for-profit  providers  is  explained  as  follows : 
"Proprietary  providers  generally  do  not  receive  public  contributions  and  assist- 
ance of  Federal  and  other  governmental  programs  such  as  Hill-Burton  in  financ- 
ing capital  expenditures.  Proprietary  institutions  historically  have  financed  capi- 
tal expenditures  through  funds  invested  by  owners  in  the  expectation  of  earning 
a  return.  A  return  in  investment,  therefore,  is  needed  to  avoid  withdrawal  of 
capital  and  to  attract  additional  capital  needed  for  expansion  .  .  ."  (the  balance 
of  the  statement  goes  on  to  explain  how  the  computation  is  to  be  made). 

The  argument  here  is  that  of  the  promoter-entrepreneur  relationship  w^herein 
the  Medicare  program  is  cast  in  the  role  of  promoter  seeking  entrepreneur  to 
choose  investment  in  the  activity  of  providing  services  to  Medicare  beneficiaries 
rather  than  investment  in  some  other  activity;  and  in  the  manner  of  classic 
economics  in  order  to  succeed  in  thus  attracting  entrepreneurs,  the  program  must 
allow  a  return  on  equity  capital.  Fair  enough  and  clear.  However,  why  it  is 
thought  that  there  does  not  exist  a  similar  need  on  the  part  of  the  program  to 
attract  not-for-profit  investment  is  neither  clear  nor  fair. 

There  exists  an  analogy  between  the  "philanthropic  capital"  furnished  by  not- 
for-profit  facilities  and  the  "proprietary  capital"  invested  in  for-profit  facilities. 
These  two  differ  from  each  other  only  in  the  way  in  which  the  return  that  would 
be  earned  by  each  is  utilized.  In  the  case  of  for-profit  capital,  the  return  is  used 
for  personal  gain.  In  the  case  of  not-for-profit  capital,  the  return  is  not,  nor  can 
it  be,  used  for  personal  gain,  rather  it  is  employed  for  philanthropic  ends,  namely, 
either  to  maintain  the  present  activity  or  to  expand  it  or  to  do  the  same  to  some 
other  philanthropic  activity,  or  to  initiate  a  new  philanthropic  actvity.  Hence, 
the  Medicare  program  is  now  paying  a  return  to  those  who  use  such  gain  for  the 
good  of  their  private  person  and  denies  a  similar  return  to  those  who  would  use 
such  gain  for  the  good  of  the  public. 

The  rationale  for  the  return  on  equity  capital  in  the  case  of  for-profit  providers 
is  that  of  encouraging  the  investment  of  such  capital  in  the  field  of  providing  ex- 
tended-care and  that  of  discouraging  the  withdrawal  of  such  capital.  We  submit 
the  same  rationale  exists  for  a  return  on  philanthropic  capital  invested  in  not- 
for-profit  facilities  for  a  specific  eleemosynary  activity.  Like  any  entrepreneur, 
the  eleemosynary  organization  has  a  choice  from  among  a  host  of  eleemosynary 
activities  to  which  it  could  apply,  that  is,  invest,  its  resources  (for  example,  a 
church  could  choose  to  invest  its  not-for-profit  capital  in  educational  activities 
or  youth  activities  or  day-care  centers  or  care  for  the  mentally  ill  or  in  a  host 
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of  other  similar  activities  rather  than  extended-care  for  the  aged).  Hence,  the 
Medicare  program,  as  a  promoter  of  investment,  stands  in  relation  to  the  not-for- 
profit  entrepreneur  in  the  same  way  it  stands  relative  to  the  for-profit  entrepre- 
neur, that  is,  the  Medicare  program  has  need  to  attract  not-for-profit  capital  into 
the  activity  of  providing  services  to  Medicare  beneficiaries,  rather  than  to  have 
such  not-for-profit  capital  invested  in  some  other  worthy  eleemosynary  activity. 

It  is  evident  that  the  inclusion  of  a  return  on  equity  capital  in  the  case  of  for- 
profit  facilities  has  succeeded  in  encouraging  the  investment  of  capital  in  such 
facilities  :  wtness,  the  phenomenon  of  the  so-called  "chain  operators."  The  pro- 
liferation of  for-profit  institutions  has  not  been  paralleled  by  a  similar  increase  in 
non-profit  facilities.  On  the  contrary,  there  is  evidence  that  the  number  of  non- 
profit voluntary  homes  has  been  diminished  or  frozen  into  place.  No  small  factor 
in  this  is  the  lack  of  capital  funds. 

Charitable  contributions  have  decreased.  Less  than  one  percent  of  Hill-Burton 
Funds  have  gone  to  not-for-profit  ECFs  and  when  Hill-Burton  Funds  have  gone 
to  ECFs,  more  often  than  not.  such  funds  have  gone  to  hospital-based  ECFs. 
Housing  Act  monies  (202  and  236)  are  not  applicable  to  ECFs.  Small  Business 
Administration  loans  are  available  only  to  for-profit  nursing  homes.  In  fact,  for 
all  practical  purposes,  the  only  government  program  available  to  not-for-profit 
ECFs  for  capital  purposes  is  that  of  FHA  insured  mortgages.  This  program,  of 
course,  is  also  available  to  for-profit  ECFs  and  involves  the  private  money  mar- 
ket. Thus,  there  is  little  in  the  way  of  government  funds  for  the  not-for-profit 
ECF  for  capital  purposes.  Hence,  not-for-profit  long-term  care  facilities  for  the 
aged  have  had  to  go  to  the  private  money  market  for  capital  funds.  Thus,  again, 
there  is  need  for  equal  treatment  in  Medicare  reimbursement  as  between  for- 
profit  and  not-for-profit  providers  of  service. 

Finally,  there  exists  the  very  real  possibility  that  if  an  increment  similar  to 
the  return  on  equity  capital  enjoyed  by  for-profit  ECFs  is  not  soon  made  avail- 
able to  non-profit  ECFs,  we  may  likely  witness  the  occurrence  of  a  social  phe- 
nomenon, with  vast  implications,  wherein  necessary  extended-care  services  to  the 
aging  in  America  will  be  wholly  or  almost  wholly  a  for-profit  venture.  Thus,  the 
critical  social  importance  of  the  far-reaching  recommendation  for  change  in  the 
Medicare  Reimbursement  policy. 

In  Geneeal 

Recommendation. — Access  by  the  Government  to  the  financial  records  of  a 
facility  providing  health-care  to  the  aged  for  purposes  of  determining  the  true 
costs  of  the  actual  care  and  services  provided  by  the  facility  should  be  made  a 
condition  of  participation  in  health-care  programs  funded  by  the  Government. 

Comment. — The  nursing  home  industry  is  characterized  by  its  inordinate  de- 
pendency upon  Government  sources  for  its  income :  $2  out  of  every  $3  of  income 
is  derived  from  Government  sources.  Hence,  the  Government  ought  not  to  be 
forced  to  guesstimate  when  determining  the  cost  of  the  care  and  services  it 
purchases  from  this  industry. 

A  recent  survey  by  AAHA  of  the  non-profit  sector  of  providers  of  institutional 
long-term  care  for  the  aged  indicated  overwhelming  support  for  this  recom- 
mendation. 


ITEM  4.  LETTER  FROM  RICHARD  J.  KRAEMER,  M.D.,  VICE-PRESIDENT, 
RHODE  ISLAND  MEDICAL  SOCIETY,  IN  RESPONSE  TO  SPECIFIC 
QUESTIONS  RAISED  BY  SENATOR  PELL 

November  19, 1971. 

Dear  Senator  Pels:  Thank  you  for  your  letter  expressing  your  apprecia- 
tion for  my  participation  in  your  hearing  in  Providence  on  September  20,  1971. 

You  have  submitted  five  questions  which  you  have  asked  me  to  answer,  and 
replies  are  cited  below.  Rather  than  reflect  only  my  personal  views  I  preferred  to 
poll  our  state-wide  committee  on  Aging,  and  the  replies  are  a  composite  of  the 
opinions  of  the  committee. 

Question  1.  Under  Part  B  of  Medicare  doctors  have  the  option  of  deing  paid 
directly  hy  the  Social  Security  Administration  or  having  the  Social  Security 
Payment  made  directly  to  the  patient  and  then  receiving  the  payment  directly 
from  the  patient.  Since  the  SSA  will  only  pay  doctors'  fees  at  the  level  of  80  per- 
cent of  the  prevailing  rate,  I  understand  that  many  doctors  in  Rhode  Island  do 
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not  accept  direct  Medicare  payments  because  they  can  get  more  money  ty  cTiarg- 
in(j  the  Medicare  patients  directly.  IS  THIS  TRUE? 

Comment :  The  record  iu  Rhode  Island  clearly  indicates  that  this  situation 
is  not  true. 

The  rate  of  assignment  of  Medicare  claims  nationwide  has  been  reported  as 
averaging  61%.  In  Rhode  Island  the  rate  has  averaged  80%,  and  we  have  been 
typically  among  the  top  three  states  in  the  country  relative  to  assignment  rates. 

Question  2.  Some  icitnesses  have  suggested  that  doctors  are  reluctant  to  ac- 
cept Medicare  and  Medicaid  patients  because  of  the  paper  tvork  involved  in  fil- 
ing claims.  IS  THIS  TRUE?  Do  you  have  any  suggestions  for  improving  the 
payment  of  fees? 

Comment :  I'atients  are  not  asked  what  type  of  coverage  they  have  when 
making  appointments,  and  therefore  this  precludes  any  discrimination  of  Medi- 
care or  Medic  aid  patients.  It  is  only  after  seeing  the  doctor  that  the  question  of 
tliird  party  payment  is  apt  to  arise. 

Physicians  do  lind  the  paper  work  for  state  and  governmental  health  pro- 
grams a  great  problem.  Many  physicians  do  not  have  an  office  staff  to  cope  with 
the  increasing  volume  of  such  work,  and  there  is  a  continual  request  from  doctors 
for  more  simplified  report  forms. 

There  are  many  problems  related  to  Medicaid  patients  that  do  not  exist  with 
Medicare  recipients.  ^Many  physicians  have  been  disturbed  by  the  failure  of 
Medicaid  patients  to  keep  office  appointments,  to  return  for  follow-up  examina- 
tions, and  for  failure  to  follow  the  advice  given.  As  a  result  some  physicians  un- 
doubtedly are  reluctant  to  continue  to  accept  such  patients  after  such  experi- 
ences. 

However,  through  the  State  Medical  Society's  Committee  on  Social  Welfare, 
we  are  continually  working  with  the  State  Welfare  Department  to  improve  the 
methods  to  bring  welfare  beneficiaries  into  the  "mainstream"  of  health  care.  Re- 
cently a  program  was  developed  with  the  Rhode  Island  Hospital  accident  room 
staff  whereby  children  would  be  referred  to  pediatricians  for  continuing  care, 
and  such  developments  as  this  will  do  much  to  improve  the  situation. 

Question  3.  H.R.  1  allows  the  SSA  to  put  limits  on  the  prevailing  rates  which 
trill  he  paid  physicians,  such  as  an  increase  in  physician  rates  will  only  he 
allowed  to  the  e.rtent  that  an  increase  in  physician  payments  reflects  real  in- 
creasing costs  of  physician  care.  Do  you  support  this  provision? 

Comment :  Inflation  and  the  changing  economy  have  affected  every  business 
and  profession.  If  the  same  restriction  that  H.R.  1  would  make  of  physicians 
were  applicable  to  all  other  professions  and  businesses  then  we  would  certainly 
find  the  principle  satisfactory. 

Certainly  every  physician  should  not  be  required  to  undergo  a  cost  accounting 
of  his  individual  practice  to  justify  a  rate  increase  when  the  entire  cost  of 
living  area  is  experiencing  a  rising  cost.  If  the  physician's  rate  was  calculated 
on  the  basis  of  fluctuation  in  the  cost  of  living  index  to  reflect  his  increased  over- 
head expenses  of  office,  etc.,  in  line  with  the  rest  of  the  population,  then  this 
restriction  would  be  acceptable. 

For  years  the  Rhode  Island  Medical  Society  has  supported  the  principle  of 
price  adjustments  on  the  basis  of  the  cost  of  living  index.  Interestingly,  when 
the  Rhode  Island  Blue  Shield  asked  for  rate  increases  based  on  the  rise  in  cost 
of  living  rises  as  publicized  by  nationally  approved  indices,  the  proposal  was 
turned  down. 

Question  4.  H.R.  1  encourages  Medicare  and  Medicaid  patients  to  use  health 
maintenance  organizations  in  which  physicians  are  reimhursed  on  a  prepaid  con- 
tract hasis  rather  than  a  fee-for-service  basis.  Do  you  support  this  provision? 

Comment :  Health  maintenance  organizations  are  not  new  in  America.  For 
decades  we  have  had  group  health  associations  in  various  parts  of  the  country, 
cooperatives,  etc..  but  in  spite  of  their  claims  of  offering  a  better  system  of  de- 
livery of  health  care,  the  public  generally  has  not  found  such  to  be  the  case. 

We  have  supported  the  pluralistic  approach,  as  you  know,  in  Rhode  Island. 
You  are  familiar,  we  are  sure,  with  the  labor  group  plan,  the  Neighborhood  Cen- 
ters, and  the  proposed  Bristol  Medical  Associates  plan.  We  believe  all  should 
demon'itrate  their  ability  to  provide  a  better  program  of  quality  care,  at  lower 
cost  tlinn  any  other  method,  and  with  the  individual  allowed  free  choice  to 
accept  the  prepaid  or  the  fee-for-service  method. 

There  is  not  clear  evidence  that  group  plan  with  salaried  employees  has  or 
will  render  a  better  system.  Therefore,  it  is  presumptuous  for  the  Federal  govern- 
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ment  to  specify  to  its  beneficiaries  that  they  should  have  only  such  a  choice  of 
organization  to  which  they  may  turn  for  their  health  care.  Rather,  the  Medicare 
and  Medicaid  beneficiaries  should  be  given  freedom  to  choose  the  best  plan  for 
their  needs,  and  most  importantly,  the  right  not  only  to  select  the  physician  by 
whom  they  wish  to  be  treated,  but  also  to  be  free  to  change  physicians  in  the 
interest  of  their  personal  care. 

You  are  aware,  we  are  sure,  of  the  work  being  undertaken  by  SEARCH  in 
Rhode  Island  to  develop  reliable  statistical  data  that  will  help  to  evaluate  some 
of  the  new  systems  proposed  for  the  delivery  of  health  care.  Since  the  concept 
of  the  HMO  as  now  being  envisioned  by  some  planners  has  not  yet  been  tested 
for  patient  acceptance,  quality,  accessibility  and  economy,  we  are  hopeful  that 
a  close  study  of  the  programs  in  Rhode  Island  in  the  coming  years  will  provide 
answers. 

Question  5.  Recently,  there  was  a  publication  in  Rhode  Island  which  says  that 
18  senior  citizens  died  of  malnutrition  in  the  recent  period  of  12  months.  This 
publication  also  indicated  that  there  may  be  33,000  senior  citizens  suffering  from 
malnutrition.  Have  the  doctors  of  Rhode  Island  found  much  evidence  of  mal- 
nutrition among  the  elderly?  What  do  you  think  are  the  causes  of  this  malnu- 
trition f 

Comment :  We  find  the  publication  to  which  you  refer  is  FOCUS,  issued  by  the 
Rhode  Island  State  OflSce  of  Economic  Opportunity.  An  interview  of  10,631 
individuals  in  Massachusetts  over  a  two  year  period  reportedly  showed  that 
as  a  general  rule  at  least  5%  of  those  examined  suffered  from  some  nutritional 
deficiency. 

Applying  this  figure  to  Rhode  Island  a  conclusion  was  drawn  that  "50,000  to 
100,000  Estimated  To  Suffer  from  Malnutrition". 

This  is  a  generalization  freely  asserted,  and  equally  freely  denied.  The  Massa- 
chusetts report  spoke  of  some  nutritional  deficiency,  not  extreme  malnutrition 
endangering  life.  In  the  report  the  question  is  even  asked  "How  could  an  85 
year  old  woman  die  of  malnutrition,  even  if  she  did  not  feel  like  eating?"  Does 
this  imply  that  an  aged  person,  ill  and  with  little  or  no  desire  to  continue  life, 
should  be  forced,  even  with  intravenous  feeding,  to  maintain  life? 

A  poll  of  the  Society's  Committee  on  Aging  brought  replies  that  seldom  is 
malnutrition  in  evidence  unless  due  to  disease  or  personal  idosyncracy.  One 
physician  reported  that  obesity  and  overnutrition  is  a  problem  for  30%  of  his 
elderly  patients.  One  member  with  a  large  geriatric  practice  reports  he  has 
never  seen  a  case  of  malnutrition  that  was  not  due  to  some  organic  disease, 
and  that  among  the  elderly,  physical,  emotional  (psychological)  and  social 
aspects  of  aging  play  an  important  role  in  eating  habits. 

Deaths  from  malnutrition  would  need  to  be  carefully  documented  to  rule  out 
any  underlying  cause,  such  as  cancer,  alcoholism,  etc. 

The  establishment  this  year  of  a  nutritional  center  in  Providence,  funded 
under  the  Regional  Medical  Program,  and  staffed  by  the  State  Nutrition  Coun- 
cil, to  which  anyone  may  turn  for  counsel,  and  the  announcement  within  the  past 
week  that  the  State  Department  of  Community  Affairs  has  received  $11,721 
from  the  Federal  Department  of  Health,  Education  and  Welfare  to  plan  a  half- 
million  dollar  nutritional  program  for  the  elderly  in  Rhode  Island,  should  give 
our  citizens  access  to  good  advice  in  nutritional  matters. 


ITEM  5.  LETTER  FROM  GUSTIN  BUONAIUTO,  PRESIDENT,  RHODE 
ISLAND  NURSING  HOME  ASSOCIATION,  INC.,  IN  RESPONSE  TO  SPE- 
CIFIC QUESTIONS  RAISED  BY  SENATOR  PELL 

November  29,  1971. 

Dear  Senator  Pell  :  Regarding  your  letter  of  October  15,  1971,  I  am  happy  to 
furnish  you  with  the  following  information.  I  apologize  for  the  delay ;  however, 
compiling  the  necessary  documentation  required  contacting  a  number  of  people 
not  readily  available. 

Question  1.  Can  you  give  some  examples  of  the  problem  of  retroactive  denials 
under  Medicare  and  the  hardship  this  causes  patients  and  nursing  home 
operators? 

Answer :  Documentation  attached. 

Question  2.  Would  the  total  elimination  of  the  fiscal  intermediary  result  in  a 
more  efficient  and  economical  health  care  program  for  senior  citizens  as  far  as 
nursing  homes  are  concerned? 
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Answer :  I  feel  that  if  the  fiscal  intermediary  were  properly  used  as  a  liaison 
between  the  provider  and  the  Federal  agencies  on  a  consulting  as  well  as  admin- 
istrative basis,  it  would  be  meaningful  and  helpful  to  the  program.  However,  cur- 
rently the  fiscal  intermediary  who,  I  am  sure,  has  many  knowledgeable  people, 
has  been  used  only  as  a  tool  to  carry  out  the  mandates  of  the  Social  Security 
Administration,  has  no  authority,  and  is  not  being  utilized  as  a  non-partisan 
representative  of  both  the  Federal  Government  or  the  provider.  If  the  fiscal  inter- 
mediary is  compelled  to  function  in  this  manner,  I  feel  that  his  elimination  is 
warranted  and  that  a  substantial  savings  could  be  realized  by  the  Federal 
Government. 

Question  3.  Are  substantial  numbers  of  patients  covered  by  Medicaid  now  re- 
jected for  admission  to  nursing  homes,  and  if  so,  why? 

Answer :  I  believe  that  many  patients  covered  by  State  Medicaid  are  being  re- 
jected for  admission  into  nursing  homes  (at  least  here  in  Rhode  Island)  because 
of  the  below-cost  reimbursement  the  State  provides.  Many  newer  and  more  mod- 
ern facilities  have  been  built  over  the  past  few  years  to  meet  Federal  and  State 
requirements.  Yet  the  same  people  in  our  State  who  set  these  requirements  have 
another  standard  of  reimbursement  which,  in  many  cases,  is  far  below  the  facil- 
ity's cost  of  operation.  The  nursing  home  provider  who  is  considering  the  admis- 
sion of  a  patient  who  may  not  qualify  for  Federal  Medicare  benefits  but  will  defi- 
nitely be  eligible  for  State  Medicaid  benefits,  may  be  forced  to  reject  admission 
for  fear  that  the  liability  of  that  patient  will  be  his  at  a  financial  loss  for  a  long 
period  of  time.  As  you  know,  the  State  ceiling  in  Rhode  Island  for  skilled  nursing 
care  coverage  is  $15.00  per  day.  This  can  only  mean  that  the  newer  and  larger 
facilities  may  be  compelled  to  deny  admission  to  many  patients  who  are  on  the 
State  Medicaid  program. 

I  hope  this  information  will  be  of  some  help  to  you.  If  I  can  be  of  any  further 
assistance,  please  do  not  hesitate  to  contact  me. 

Geandview  Nursing  Home,  Inc., 

Cumberland,  R.I. 

Declinations 

1.  Robideux,  Remeo.  HIC  No.  037-12-2934  A.  Admitted  8/30/71  to  9/22/71. 
After  13  day  Hospital  stay.  Letter  of  declination,  retroactive  until  day  of 
admission. 

This  patient  was  reviewed  by  URC,  14  days  after  admission  and  approved  for 
medicare  for  19  days,  total  stay  in  EOF.  Decision  was  overruled  by  medicare  and 
coverage  denied  completely. 

2.  Ducharme,  Elizabeth.  HIO  No.  038-20-9356  A.  Admitted  8/13/71  to  9/22/71. 
Letter  of  Declination  to  8/31/71. 

Reviewed  by  URC,  32  days  after  admission,  approved  for  30  days  more. 

Intermediary  requested  discharge  summary  on  3  occasions  without  approval 
or  declination.  Discharge  Summary  not  available  for  Nursing  Home  to  send. 

On  9/22/71,  after  41  days  EOF  stay,  approval  granted  thru  8/31/71  but  retro- 
active denial  of  22  days. 

3.  Robichaud,  Rose,  HIC  No.  028-26-1619  A.  Admitted  7/23/71  to  9/21/71. 
Letter  of  Declination  to  9/3/71. 

Reviewed  18  days  after  Admission  by  URC.  Approved  until  next  meeting. 
Second  URC  review  after  51  days  in  ECF,  approved  for  2  weeks  more.  Declined 
after  43  days  by  Medicare  with  retroactive  denial  of  18  days. 

4.  Kennedy,  Margaret.  HIC  No.  038-22-3605  A.  Admitted  9/8/71  to  9/17/71. 
Letter  of  Declination. 

Reviewed  by  URC  after  6  days  in  ECF,  approved  to  total  nine.  Retroactive 
denial  by  intermediary  to  day  of  admission,  or  9  days. 

5.  McDermott,  Edith.  HIC  No.  578-01-6003  A.  Admitted  9/16/71  to  9/22/71. 
Letter  of  declination  to  day  of  admission.  Question  of  Presumption  of  payment. 

Had  verbal  approval  for  at  least  two  week  coverage  before  patient  admitted. 
Reviewer,  who  had  given  approval,  no  longer  employed,  coverage  denied  by  her 

^^6^^st?ourin,  Lionel.  HIC  No.  038-18-5973  A.  Admitted  9/17/71  to  9/22/71. 
Letter  of  declination.  Non-Covered  from  day  of  admission. 

Required  IPPB  Treatment,  occasional  suction,  narcotic  for  pain  and  anti- 
biotic, oxygen  therapy.  After  admitted,  elevated  temperature,  required  same 
treatment  on  admission.  Still  terminated. 


64-350— 72— pt.  3  9 


352 


7.  Sweeney,  Anna.  HIC  No.  038-18-4789  T.  Admitted  8/13/71  to  9/20/71. 
Letter  of  declination  retroactive  to  9/13/71. 

8.  Coulombe,  Exerine.  HIC  No.  036-05-0910  A.  Admitted  9/3/71  to  9/22/71. 
Letter  of  declination  day  of  admission.  Question  of  Presumption  of  payment. 

On  9/9/71,  hospital  discharge  summary  requested  with  no  approval,  No  De- 
clination. Discharge  Summary  not  available  to  Nursing  Home  from  Hospital. 
On  9/22/71,  letter  of  declination  received,  Retroactive  to  day  of  admission. 

The  Travelers, 

Lowell,  Mass.,  August  10,  1910. 
Attention :  Mrs.  Frances  McDermott,  Administrator 
Grandview  Nursing  Home, 
Cumberland,  R.I. 

Dear  Mrs.  McDermott  :  Your  performance  in  following  the  level  of  care  pro- 
cedures that  have  been  outlined  in  various  Travelers  publications  has  been  ob- 
served closely.  It  has  been  determined  that  you  appear  to  be  attempting  to 
conscientiously  follow  the  program.  Therefore,  your  E.C.F.  is  granted  "Presump- 
tion of  Coverage." 

The  effect  of  this  is  as  follows :  When  you  submit  an  admission  form  with  a 
Skilled  Care  Determination  Form  noted  "Questionable,"  payment  will  be  made 
until  the  date  that  we  either  make  a  decision  or  we  ask  for  additional  informa- 
tion (either  oral  or  written),  whichever  is  earlier;  subject  to  the  following: 

1.  The  matter  is  truly  a  questionable  one  and  not  one  which  should  have 
been  apparently  non-covered  to  the  E.C.F. 

2.  You  submit  the  admission  notice  with  the  Skilled  Care  Determination 
Form  (or  acceptable  equivalent)  within  forty-eight  hours. 

The  benefit  to  you  will  be  that  you  need  not  fear  retroactive  denials  in  most 
questionable  cases  that  are  submitted  in  the  manner  prescribed.  The  exception 
is  when  additional  information  is  solicited  and  a  denial  subsequently  made. 
Payment  would  not  be  made  beyond  the  date  the  additional  information  was 
solicited. 

Please  remember  that  "Presumption  of  Coverage"  is  subject  to  withdrawal 
if  it  is  found  that  a  facility  ceases  to  conscientiously  follow  the  program. 
Very  truly  yours, 

Thomas  K.  Kelly, 
Medicare  Administrator. 

Grandview  Nttrsing  Home,  Inc., 
Cumberland,  R.I.,  October  5, 1971. 

Social  Security  Administration, 
Woonsocket,  R.I. 

Dear  Mr.  Fenton  :  Please  find  copy  of  letter  regarding  Presumption  of 
Coverage. 

Your  inquiry  regarding  Exerina  Coulombe  is  an  example  of  this.  She  was 
non-covered  from  day  of  admission. 

As  per  telephone  conversation,  I  don't  recall  this  presumption  actually 
working. 

I  try  very  hard  to  screen  patient  before  admission.  The  R.N.,  Nursing  Super- 
visor, submits  a  skilled  care  determination  form  and  checks,  (in  her  opinion) 
if  it  is  covered  or  non-covered  care. 

Additional  information  may  be  requested  that  I  cannot  supply.  For  instance, 
a  discharge  summary.  I  cannot  send  a  copy  of  this  until  the  hospital  sends  it  to 
me.  In  many  cases  this  takes  months. 

What  I  consider  an  acceptable  equivalent  for  the  Skilled  Care  Form  (Namely 
the  copy  of  transfer  form  from  the  hospital)  is  not  acceptable  to  Travelers, 
therefore  coverage  is  denied. 

Mrs.  Coulombe  was  admitted  after  2:00  P.M.  on  Friday  before  Labor  Day. 
An  admission  notice  and  copy  of  transfer  form  from  hospital  were  forwarded 
that  day.  Being  a  long  holiday  week-end  and  non-work  days,  a  skilled  care  de- 
termination form  followed  on  September  7, 1971. 

On  September  9,  1971,  a  hospital  discharge  Summary  was  requested  from 
Travelers  with  no  approval.  I  cannot  send,  what  I  don't  have.  The  discharge 
summary  was  mailed  on  September  15,  1971.  On  September  21,  1971,  I  received 
a  phone  call  stating  Mrs.  Coulombe  was  non-covered  from  day  of  admission. 
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This  has  happened  in  numerous  cases.  I  have  strongly  objected  to  this,  but  in 
each  case  been  overruled  because  of  exceeding  the  48  hour  period,  not  checking 
it  as  questionable  (we  do  check  it  in  our  opinion  and  it  is  honest)  etc. 

My  question  is,  do  we  have  assumption  of  payment  or  not? 
Very  truly  yours, 

Frances  McDeemott,  Administrator. 

Enclosure. 

Grandview  Nursing  Home,  Inc., 
Cumberland,  R.I,,  October  12, 1911. 

Elizabeth  McGuigan, 
Assistant  District  Manager, 
Social  Security  Department, 
Pawtucket,  R.I. 

Dear  Mrs.  McGuigan  :  This  will  confirm  our  telephone  conversation  on  Sep- 
tember 5,  1971,  regarding  problems  that  I  am  having  with  the  Medicare 
program. 

To  Enumerate : 

1.  Presumption  of  coverage:  It  is  my  understanding  that  this  is  granted 
when  a  home  conscientiously  attempts  to  follow  the  program,  that  is  out- 
lined by  the  intermediary.  Grandview  has  had  presumption  of  coverage 
since  August  1970. 

A  misconception  exists  here  that  I  find  intolerable.  Patients  are  admitted  to 
me  believing  that  they  have  coverage  until  told  they  do  not.  This  really  has  not 
been  the  case.  As  Administrator,  one  of  my  duties  is  screening  of  the  patients 
before  admission.  I  am  also  a  Registered  Nurse.  I  admit  patients  who  (in  my 
opinion)  are  in  need  of  skilled  care.  When  patient  is  admitted,  an  R.N.  Super- 
visor submits  a  skilled  care  determination  form  and  checks  (in  her  opinion)  if 
care  is  covered  or  not.  Travelers  then  reviews  this  information  and  approves 
or  declines  coverage.  If  (in  our  opinion)  this  is  covered  care,  I  feel  it  is  unjust 
for  coverage  to  be  denied.  On  September  22,  1971,  I  had  eight  declinations.  Some 
were  from  day  of  admission,  some  partial,  retro-active  denials.  In  my  opinion, 
these  patients  should  be  covered  until  I  was  told  they  were  not.  I  question,  the 
actual  need  of  a  review  being  made  at  this  time,  but  am  baflied  by  a  declination 
from  day  of  admission.  This  is  unjust  to  both  the  patient  and  nursing  home.  Is 
there  such  a  thing  as  "Presumption  of  Coverage?"  If  so,  why  these  eight 
Denials. 

2.  Utilization  Review  Committee  Decisions:  Bearing  in  mind  the  afore- 
mentioned: Each  Medicare  patient  is  reviewed  by  a  committee  of  at  least 

three  physicians  at  least  every  thirty  days,  and  more  often  in  questionable 
cases.  On  many  occasions,  patients  are  reviewed  by  URC  just  days  after 
admission  to  ECF.  This  may  be  considered  covered  care  in  the  opinion  of: 

1.  administrator  admitting  patient 

2.  R.N.  submitting  skilled  care  for 

3.  Attending  physician  and  three  URC  members,  who  are  qualified 
physicians. 

This  decision  can  and  is  being  over-ruled  by  a  reviewer  from  intermediary. 
I  spend  a  considerable  amount  of  money  for  each  committee  meeting.  It  takes 
days  of  preparing  forms  for  the  meeting,  (done  by  R.N.'s).  I  must  have  at  least 
three  physicians  that  are  paid  for  this  meeting.  I  spend  hours,  after  the  meet- 
ing notifying  families  of  the  URC  decisions.  By  law,  the  URC  has  to  give  the 
family  a  three  day  notice  before  declining  coverage.  Great  weight  has  to  be 
given  the  opinion  of  the  attending  physician.  If  a  patient  is  terminated  by 
URC,  I  send  letters  with  actual  date  of  termination. 

A  review  by  Travelers  can  terminate  a  patient  retroactively  or  without  notice, 
over-ruling  any  decision  of  the  URC.  Travelers  also  sends  out  letters.  The  dates 
are  usually  different  thus  creating  a  conflict.  Family  knows  that  Medicare  has 
terminated,  but  it  takes  much  of  my  time  to  clarify  when. 

It  would  seem  fair  to  me  to  require  a  review,  but  by  either  the  URC  or 
Travelers.  Duplication  is  costly  and  (in  my  opinion)  needless. 
3.  Rectro-active  Denials : 

In  many  instances  where  partial  coverage  has  been  allowed,  then  coverage 
denied,  families  will  appeal  the  decision.  Many  times  before  placement  of 
patient  can  be  arranged,  a  sizable  bill  accumulates,  that  is  diflicult  to  col- 
lect. Family  is  billed  each  month.  Then  after  months,  from  the  appeal,  we 
may  get  a  declination  from  the  day  of  admission.  Payments  that  have  been 
made  by  Medicare  is  simply  withheld  from  the  nursing  home's  next  billing. 
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We  then,  must  try  to  collect  from  family,  not  only  from  amount  that  ac- 
cumulated after  declination,  till  time  of  placement,  but  also  what  they  and 
we  thought  was  settled  and  paid  for,  most  of  by  Medicare.  These  accounts 
are  impossible  to  collect.  Patients  has  deceased  and  estates  settled  or  they 
just  are  not  financially  able  to  settle  these  accounts.  The  families,  in  most 
cases,  do  not  really  understand  what  has  happened  nor  why.  They  have 
been  told  by  me  on  admission,  that  we  will  know  in  a  week  or  two  if  Medi- 
care will  cover  or  not.  Then  told  that  medicare  is  covering.  Then  months 
later  find  that  this  decision  has  been  reversed  and  they  are  totally  re- 
sponsible. They  do  not  blame  Medicare.  They  are  sure  the  operators  of  the 
Homes  are  at  fault  for  allowing  this  to  happen.  This  is  very  damaging  to 
;the  reputation  of  the  Home,  in  addition  to  the  financial  loss  the  Home  must 
take. 

Again,  (in  my  opinion)  this  seems  a  great  injustice  to  the  patients,  and  the 
"Nursing  Home.  I  feel  that  is  unfair  for  these  decisions  to  be  made  after  ad- 
mission to  EOF.  I  think  the  patients  and  the  Homes  should  have  assurance  of 
payment  'before  admission.  It  seems  so  unbalanced,  to  me — we  must  decide  if  it  is 
covered  care  or  not,  but  our  decision  really  doesn't  count.  (Right  or  wrong,  we 
lose) — we  must  have  a  URC,  whose  decision  doesn't  count — after  paj^ment  has 
been  allowed,  it  is  withheld,  with  no  recourse  for  the  Home. 

In  a  government  as  good  as  ours  there,  there  must  be  some  method  for  prior  ap- 
provals, (before  admission  to  EOF)  where  decisions  can  be  made  that  will 
stick.  It  seems  wrong  for  this  burden  to  be  completely  carried  by  the  home. 
Very  truly  yours, 

Frances  McDermott,  RJ<1.,  Administrator, 

The  Travelers, 
Lowell,  Mass.,  July  31, 1970. 

Grandview  Nursing  Home, 
Cumberland,  R.I. 

Dear  Sir  :  The  information  submitted  on  the  above  captioned  beneficiary  has 
been  reviewed. 

□  The  information  received  identifies  a  medical  need  and  sufficient  covered 
services  for  approval  of  EOF  coverage.  (See  NOTE  below.) 

□  ECF  coverage  approved.  If  you  anticipate  that  the  confinement  will  extend 
beyond  8/15/70,  please  send  additional  documentation  prior  to  this  date  to  sub- 
stantiate the  need  for  continued  covered  care,  including  comments  by  a  URC 
physician.  ( See  NOTE  below. ) 

NOTE.  This  medical  evaluation  is  subject  to  SSA  determination  of  Benefit 

Eligibility  shown  on  the  BLUE  copy  of  the  SSA  1453  completed  by  our  office.  A 
CHANGE  IN  THE  LEVEL  OF  CARE  which  might  raise  a  question  as  to  cov- 
ered care  requires  the  prompt  submission  of  a  Skilled  Care  Form  or  other  ap- 
propriate documentation. 

□  Confirming  our  telephone  notification  of  ,  the  information  re- 
ceived (see  below)  is  insufficient  to  substantiate  a  covered  level  of  care.  This 
determination  is  subject  to  reevaluation  upon  receipt  of  additional  information. 

Our  determination  was  based  on  a  review  of  the  information  indicated  below : 

□  Admission  notice  □  Hospital  discharge  summary 
O  Skilled  care  form  □  Laboratory  record 

□  Physician's  orders  □  Medication  record 
Q  Nurse's  notes  □  Other : 

□  UR,  Physician-consultant  comments 

□  Please  submit  the  information  indicated  below : 

n  Skilled  care  determination  form  □  Hospital  discharge  summary 

;□  Physician's  orders  □  Laboratory  record 

□  Physician's  progress  notes  □  Medication  record 

□  Physiotherapy  records  □  Complete  attached  form 

□  Nurse's  notes  □  Other: 
O  UR»  physician-consultant  comments 

Respectfully, 

Mrs.  Eileen  Tobin,  R.N., 
Medicare  Claim  Department. 
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The  Travelers, 
Lowell,  Mass.,  August  24, 1910. 

Grandview  Nursing  Home, 
Cumberland,  R.I. 

Dear  Sir  :  The  information  submitted  on  the  above  captioned  beneficiary  ha& 
been  reviewed. 

□  The  information  received  identifies  a  medical  need  and  suflacient  covered 

services  for  approval  of  ECF  coverage.  ( See  NOTE  Below.) 

□  ECF  coverage  approved.  If  you  anticipate  that  the  confinement  will  extend' 

beyond  ,  please  send  additional  documentation  prior  to  this  date  tO' 

substantiate  the  need  for  continued  covered  care,  including  comments  by  a  URC' 
physician.  (See  NOTE  Below.) 

NOTE :  This  medical  evaluation  is  subject  to  SSA  determination  of  Benefit 
Eligibility  shown  on  the  BLUE  copy  of  the  SSA  1453  completed  by  our  oflBce. 
A  CHANGE  IN  THE  LEVEL  OF  CARE  which  might  raise  a  question  as  to 
covered  care  requires  the  prompt  submission  of  a  Skilled  Care  Form  or  other 
appropriate  documentation. 

□  Confirming  our  telephone  notification  of  ,  the  information  re- 
ceived (see  below)  is  insufficient  to  substantiate  a  covered  level  of  care.  This 
determination  is  subject  to  reevaluation  upon  receipt  of  additional  information. 

Our  determination  was  based  on  a  review  of  the  information  indicated  below : 

□  Admission  notice  □  Hospital  discharge  summary 

□  Skilled  care  form  □  Laboratory  record 

□  Physician's  orders  □  Medication  record 

□  Nurse's  notes  □  Other  : 

□  UR,  Physician-consultant  comments 

□  Please  submit  the  information  indicated  below : 

□  Skilled  care  determination  form  □  Hospital  discharge  summary 

□  Physician's  orders  □  Laboratory  record 

□  Physician's  progress  notes  □  Medication  record 

□  Physiotherapy  records  □  Complete  attached  form 

□  Nurse's  notes  □  Other  : 

□  UR,  Physician-consultant  comments 

Respectfully, 

Hector  R.  Arbour, 
Medicare  Claim  Department, 

The  Travelers, 
Loivell,  Mass.,  September  10, 1970. 
RE  :  Medicare— Part  A-ECF,  Mrs.  Katherine  Knowles,  036-01-2301-B 
Mr.  Joseph  Knowles, 
Patvtncket,  R.I. 

Dear  Mr.  Knowles  :  Following  receipt  of  a  telephone  call  from  Mr.  McVicker 
of  our  Providence  Office  relative  to  the  decision  made  on  your  wife's  claim  for 
Extended  Care  Facility  Benefits  beyond  August  15,  1970,  medical  records  were 
obtained  from  the  Grandview  Nursing  Home. 

It  was  the  determination  of  our  Medical  Staff  upon  review  of  this  information, 
that  the  level  of  care  required  by  Mrs.  Knowles  subsequent  to  August  15,  1970 
did  not  constitute  covered  care.  Therefore,  payment  cannot  be  made  under  the 
Medical  Insurance  Program  for  services  rendered  after  that  date. 
Sincerely, 

Hector  R.  Arbour, 
Medicare  Representative. 

Department  of  Health,  Education,  and  Welfare, 

Social  Security  Administration, 

September  10, 1970. 

Mrs.  Katherine  Knowles, 
Grandview  Nursing  Home, 
Pawtucket,  R.I. 

This  refers  to  the  claim  for  Hospital  Insurance  benefits  submitted  on  your 
behalf  for  services  you  received  from :  Grandview  Nursing  Home ;  admission  date 
07-17-70. 
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We  are  unable  to  make  payment  on  this  claim  for  the  reason  shown  below. 
We  regret  to  inform  you  that  the  kind  of  care  required  by  you  subsequent 
to  August  15,  1970  does  not  constitute  Extended  Care  Service  and  is  non- 
covered  care.  Therefore,  the  Medicare  Hospital  Insurance  Program  cannot 
pay  for  this  care. 

If  you  believe  that  this  determination  is  not  correct,  you  may  request  that 
your  case  be  re-examined.  If  you  want  this  reconsideration,  you  must  request  it 
not  later  than  6  months  from  the  date  of  this  notice.  You  may  make  any  such 
request  through  your  local  social  security  district  office.  If  you  go  in  person, 
please  take  this  notice  with  you. 

The  Travelers, 
Medicare  Division, 
Lowell,  Mass.,  April  23,  1971. 

Re  :  Mrs.  Katherine  Knowles,  036-01-2301-B. 
Mrs.  Frances  McDermott, 
Administrator,  Grandview  Nursing  Home, 
Cumberland,  B.I. 

Dear  Mrs.  McDermott:  Please  find  enclosed  a  copy  of  the  reconsideration 
determination  for  the  captioned  beneficiary. 

As  indicated  in  this  notification  our  decision  of  making  payment  for  the  services 
rendered  by  the  Grandview  Nursing  Home  from  July  17,  1970  through  August  15, 
1970  has  been  reversed  and  the  claim  has  been  denied  totally. 

We  therefore,  must  adjust  the  billings  submitted  by  Grandview  and  reimbursed 
by  Medicare.  The  total  amount  of  payment  to  be  recouped  is  $673.00.  This  ad- 
justment will  be  made  on  the  next  billing  submitted  for  payment. 

You  may  of  course,  look  to  the  beneficiary  for  payment  of  the  services  as  they 
do  not  constitute  covered  care  under  the  Medicare  Program. 

If  you  have  any  questions,  please  advise. 
Sincerely, 

John  P.  Anton, 
Medicare  Representative. 

Katherine  Knowles— Claim  No.  036-01-2301B 

EXTENDED    CARE  BENEFITS 

Mrs.  Katherine  Knowles  was  admitted  to  the  Grandview  Nursing  Home  on 
July  17,  1970,  directly  following  a  7-day  stay  at  Pawtucket  Memorial  Hospital. 
Her  admitting  diagnosis  were  fractured  right  shoulder  and  congestive  heart 
failure. 

The  hospital  insurance  program  allowed  benefit  payment  from  the  date  of 
admission  through  August  15,  1970.  Payment  was  denied  from  August  16,  1970, 
through  August  24,  1970,  on  the  basis  that  she  was  not  receiving  covered  ex- 
tended care. 

On  January  25,  1971,  Mrs.  Knowles,  requested  the  decision  to  terminate  bene- 
fits after  August  15,  1970,  be  reconsidered.  She  stated  that  she  received  the 
same  treatment  and  physical  therapy  during  her  entire  extended  care  stay. 
Therefore,  the  entire  stay  should  be  covered. 

Section  1814(a)  (2)  (C)  of  the  Social  Security  Act  requires  that  in  the  case 
of  post-hospital  extended  care  services,  such  services  are  required  to  be  given 
on  an  inpatient  basis  because  the  individual  needs  skilled  nursing  care  on  a 
continuing  basis. 

Section  1862(a)  (9)  of  the  Social  Security  Act  provides  that  no  payment  may 
be  made  for  any  expenses  incurred  for  items  or  services  where  such  expenses 
are  for  general  supportive  or  custodial  care. 

The  Health  Insurance  Act  does  not  permit  Federal  interference  with  the 
practice  of  medicine  or  the  administration  of  medical  facilities.  In  keeping  with 
this  provision  the  program  does  not  determine  when  a  person  should  be  admitted 
to  or  discharged  from  a  hospital  or  extended  care  facility.  However,  it  is  the 
responsibility  of  the  program  to  examine  the  services  needed  and  rendered  to 
determine  whether  such  services  are  of  a  level  for  which  payment  may  be  made. 

A  review  of  Mrs.  Knowles'  medical  records  shows  that  from  the  date  of  her 
admission  to  the  extended  care  facility  the  care  she  required  and  received  was 
primarily  general  supportive  or  custodial  care.  She  received  doriden  0.5  grams 
at  bedtime  for  sleep,  darvon  65  mgm.  every  four  hours  as  required  for  pain, 
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peri-cola se  at  night  as  required  for  bowel  management,  and  tiiorazine  for  anxi- 
ety and  tension.  Mrs.  Knowles  was  to  receive  active  physical  therapy  to  the 
right  shoulder  daily  for  3  weeks  and  then  3  times  weekly.  She  was  to  receive 
circumduction  exercises  to  improve  motion  and  active  assistance  to  improve 
abduction.  Her  collar  and  cuffs  were  to  be  removed  for  one  hour  3  times  daily 
to  improve  active  elbow  motion.  She  needed  assistance  moving  from  the  bed 
to  the  chair  and  received  a  regular  diet. 

The  health  insurance  program  prohibits  payment  for  services  which,  though 
given  in  an  extended  care  facility,  could  be  performed  satisfactorily  in  another 
type  of  environment.  Such  "noncovered"  services  are  assistance  with  bathing, 
dressing,  walking,  administration  of  oral  medications,  local  applications  or 
minor  treatments  as  ordered  by  the  physician,  routine  catheter  and  skin  care, 
the  performance  of  functional  maintenance  exercise  routines  and  protective  ob- 
servation to  prevent  injury.  None  of  these  measures  require  the  presence  of  a 
skilled  nurse  on  a  24-hour  basis,  and  then  could  be  furnished  in  a  setting  other 
than  an  extended  care  facility. 

Physical  therapy  is  a  skilled  service.  However,  since  the  statute  defines  ex- 
tended care  as  skilled  nursing  care  on  a  continuing  basis,  the  need  for  this 
single  skill  would  not  justify  a  finding  that  she  required  skilled  care.  There 
were  no  modalities  of  physical  therapy  given  to  her  which  could  not  have  been 
administered  at  home  by  a  visiting  therapist  under  another  hospital  insurance 
plan. 

On  the  basis  of  the  evidence  in  the  medical  record  compared  with  the  stand- 
ards established  in  the  Medicare  law,  it  is  determined  that  the  services  provided 
to  Mrs.  Knowles  for  the  period  July  17,  1970,  through  August  15,  1970,  was 
noncovered  custodial  care,  and  incorrectly  allowed  to  be  paid.  The  period  in 
question  (August  16,  1970,  through  August  24,  1970)  was  also  considered  cus- 
todial care.  Therefore,  the  cost  of  the  services  provided  to  Mrs.  Knowles  by  the 
Grandview  Nursing  Home  for  the  period  July  17,  1970,  through  August  24,  1970, 
is  not  payable  under  the  hospital  insurance  program. 


ITEM  6.  REPLY  FROM  ARTHUR  F.  HANLEY,  CHIEF  EXECUTIVE  OFFI- 
CER, RHODE  ISLAND  BLUE  CROSS  AND  BLUE  SHIELD,  IN  RESPONSE 
TO  SPECIFIC  QUESTIONS  RAISED  BY  SENATOR  PELL 

Question  No.  1.  A  HEW  study  which  I  had  required  in  an  amendment  last 
year  has  predicted  that  health  care  costs  will  rise  dy  50  percent  betiveen  1972 
and  1974-.  Do  you  expect  a  50  percent  increase  in  cost  of  premiums  for  plan  65 
in  the  next  2  years?  If  so  what  steps  ca7i  &e  talcen  to  reduce  the  impact  on  senior 
citizens  of  this  expected  increase? 

Response.  Assuming  the  HEW  study  prediction  of  a  50%  increase  in  health 
care  costs  between  1972  and  1974,  it  would  not  be  expected  that  the  impact  on 
Plan  65  would  be  as  high  as  50%. 

While  a  nearly  direct  effect  might  be  felt  in  complementing  Part  A  (because 
of  the  SSA  Part  A  deductible  and  co-pay  formula).  Plan  65  would  not  feel  a 
full  impact  in  its  coverage  of  the  Part  B  deductible — unless  such  deductible 
were  increased.  A  full  impact  would  be  expected  in  coverage  of  Part  B's  20% 
co-pay. 

To  the  extent  that  the  50%  health  care  cost  increase  includes  a  forecast  of 
greater  volume  of  services,  an  impact  would  be  expected  in  Plan  65. 

Perhaps  the  answer  to  your  query  as  to  "what  steps  can  be  taken  to  reduce 
the  impact"  is  contained  in  our  testimony  of  September  20th,  a  copy  of  which 
is  attached — we  refer  you  to  page  8,  items  No.  4  and  5. 

Question  No.  2.  Some  people  have  suggested  that  the  fiscal  intermediary  is  an 
unneeded  middle  man  whose  existence  only  adds  to  the  cost  and  confusion  of 
health  care  programs  for  the  elderly.  How  would  you  respond  to  this  comm'cnt? 

Response.  Blue  Cross-Blue  Shield  touches  the  lives  of  nearly  100  million  peo- 
ple— a  system  of  that  magnitude  must  possess  a  significant  amount  of  accumu- 
lated skill,  material  and  resources  that  are  responsive  to  changing  needs  and 
demands  in  the  administration  of  a  Health  Program. 

The  record  shows  that  Blue  Cross-Blue  Shield  can  operate  in  a  variety  of 
circumstances  as  is  demonstrated  in  the  private  market,  in  Medicare,  the  Fed- 
eral Employee  Program,  and  CHAMPUS.  Medicare  is  a  program  that  has  shown 
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many  of  our  strengths— ours  was  a  significant  role  in  tlie  starting  and  maintain- 
ing of  the  administrative  success  of  Medicare. 

If  Congress  had  failed  to  exploit  the  assets  of  Blue  Cross  and  Blue  Shield, 
it  would  have  meant  a  needless  duplication  of  investment  and  skill.  In  addition, 
it  would  have  seriously  undervalued  the  worth  of  a  blending  of  public  and 
private  capabilities  in  getting  things  done. 

By  relying  on  the  federal  sector,  we  would  be  establishing  a  monolithic  bu- 
reaucratic hierarchy  too  rigid  to  be  innovative  or  responsive  to  changing  health 
care  needs. 

This  is  not  to  say  that  Government  should  not  have  a  significant  role  in  the 
management  of  the  system.  Government  should  guide,  not  direct ;  motivate,  not 
demand;  assist,  not  provide;  and  evaluate,  not  ordain.  It  should  formulate 
policy,  establish  objectives,  fashion  incentives,  evaluate  results,  and  always,  pro- 
tect and  promote  the  public  interest.  Government  should  accept  the  challenge  of 
governance  which  it  is  designed  and  equipped  to  do  and  not  attempt  extensive 
operations  which  it  is  less  designed  and  equipped  to  do. 

Government  should  continue  to  capitalize  on  the  considerable  assets  of  the 
private  sector  through  performance  contracts  based  in  major  part  on  specifica- 
tions of  desired  outcomes  rather  than  specific  methods  of  operations. 

Question  No.  3.  Will  an  increase  in  the  size  of  deductibles  &  the  cost  of  co- 
insurance in  the  Medicare  program  result  in  an  increase  in  premium  in  plan  65 
and  if  so  how  much  of  an  increase  ivill  it  de? 

Response.  The  question  posed  does  not  specify  the  size  of  the  deductible  and 
coinsurance  increase,  nor  does  it  indicate  whether  such  increase  relates  to  Part 
A,  Part  B  or  both.  It  is  not  possible,  therefore,  to  quantify  an  impact  on  Plan 
65. 

To  provide  a  generalized  reply  to  the  question,  it  is  reasonable  to  expect  that 
any  Medicare  deductible  or  co-pay  increase  assumed  by  Plan  65  would  call  for 
raising  rates — subject  to  the  following  considerations  : 

1.  Program  reserve  level. 

2.  Present  rate  adequacy. 

Assuming  considerations  (1)  and  (2)  do  not  preclude  the  need  for  an  increase 
in  rate,  the  amount  of  increase  would  be  dependent  upon  the  weighted  effect  of 
the  deductible  and  co-pay  increase  on  the  total  program.  As  an  illustration,  the 
13.33%  Part  A  deductible  and  co-pay  increase  effective  January  1,  1971  will 
increase  Plan  65  premium  income  requirements  by  approximately  3%  and  was 
considered  in  the  1971  Plan  65  rate  filing. 

A  portion  of  our  testimony  submitted  to  your  committee  in  Providence  on 
September  20th  (copy  attached),  made  reference  to  deductibles  and  coinsur- 
ances. We  refer  you  to  page  5,  Section  III,  A. 

Question  No.  4-  What  is  your  opinion  of  HMOs  as  a  means  of  delivering  tetter 
care  to  senior  citizens  in  the  future? 

Response.  Blue  Cross-Blue  Shield  is  in  full  accord  with  the  need  for  experi- 
menting with  alternatives  to  existing  health  care  delivery  systems.  Among  them 
is  the  principle  of  Health  Maintenance  Organizations. 

Much  is  to  be  said  for  this  particular  approach,  not  as  the  sole  vehicle  to  provide 
health  care,  but  as  an  individually  elective  alternative.  It  will  not  satisfy  the 
needs  and  desires  of  all.  HEW  statistics  show  that,  given  a  free  choice,  less 
than  20  percent  of  those  eligible,  join  a  group  practice  prepaid  plan.  Many 
Americans  are  well  satisfied  with  their  own  doctors  and  prefer  to  wait  for  the 
need  for  medical  attention  to  arise  before  worrying  about  it. 

Blue  Cross-Blue  Shield  is  actively  pursuing  the  development  of  a  variety  of 
approaches  to  Health  Maintenance  Organizations  on  a  National  basis.  Here 
in  Rhode  Island,  we  are  currently  participating  in  four  different  approaches : 

1.  With  R.  I.  Group  Health  Association  in  an  administrative  and  partial 
underwriting  capacity. 

2.  With  the  Bristol  County  Medical  Center  on  a  totally  underwritten 
basis. 

3.  With  the  emerging  Providence  Neighborhood  Health  Centers  Program 
on  an  advisory  basis,  with  a  commitment  to  provide  some  underwriting  and 
administrative  services. 

4.  With  the  R.  I.  Hospital  Center  for  Ambulatory  Care  in  an  advisory  role. 
We  believe  that  the  choice  of  HMO's  as  an  alternative  should  be  made  available 

as  an  option  to  the  elderly  as  well  as  the  rest  of  the  portulation.  but  not  man- 
dated until  the  concept  is  fully  developed  and  acceptable  to  the  beneficiaries. 
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We  do  not  believe  that  there  is,  as  yet,  any  unanimity  in  Congress  as  to  the 
role  of  HMO's  as  illustrated  by  the  variances  in  H.R.  1  ( Social  Security  Amend- 
ments of  1971)  ;  S.  1182  (Health  Maintenance  Organization  Assistance  Act  of 
1971)  ;  S.  1623  (National  Health  Insurance  Partnership  Act— Title  I,  National 
Health  Insurance  Standards  and  Title  II,  Family  Health  Insuranace  Plan). 


ITEM  7.  LETTER  FROM  SHIRLEY  A.  WHITCOMB,  R.N.,  DIRECTOR 
CRANSTON  DISTRICT  NURSING  ASSOCIATION,  IN  RESPONSE  TO 
SPECIFIC  QUESTIONS  RAISED  BY  SENATOR  PELL* 

December  20, 1971. 

Dear  Senator  Pekl  :  In  response  to  your  request  of  October  20,  1971  for  more 
information  relative  to  your  hearing  on  "Problems  of  Medicare  and  Medicaid"  : — 

Question  1  vidth  respect  to  specific  changes  in  Medicare : — I  feel  my  strongest 
recommendations  are  included  in  my  testimony.** 

Question  2,  however,  with  respect  to  Medicaid  is  a  sore  subject.  In  Rhode 
Island,  the  Medicaid  program  is  administered  by  the  Medical  Care  Program 
within  the  Department  of  Social  Welfare  (now  the  Department  of  Social  and 
Rehabilitative  Services)  and  is  subject  to  the  rules  and  restrictions  of  that 
Department. 

After  a  great  deal  of  thought,  it  seemed  easiest  and  clearest  to  demonstrate 
the  difference  between  what  Medicaid  pays  and  our  cost  by  enclosing  the  actual 
statements  from  Dr.  Pesare  and  attaching  the  Cranston  District  Nursing  Asso- 
ciation fee  card  for  that  period.  In  1970,  the  Cranston  District  Nursing  Asso- 
tion  made  1,777  visits  under  the  Medicaid  program  for  a  loss  of  $7,533.50  (dif- 
ference between  what  each  visit  cost  and  what  Medicaid  paid,  assuming  all  visits 
were  paid) . 

The  Cranston  District  Nursing  Association's  costs  vary  slightly  from  other 
such  Agencies  in  Rhode  Island  but,  in  general,  represent  an  average  figure. 

You  will  notice  that  Dr.  Pesare's  letter  of  February  18,  1970  (attached),  in- 
structs the  Agencies  not  to  submit  forms  for  charges  beyond  the  80  percent 
Medicare — so  this  also  is  a  loss. 

Another  phase  of  the  problem  is  that  Dr.  Pesare's  office  tends  to  restrict  num- 
bers of  visits,  for  example,  limiting  visits  to  only  fifteen  per  month  no  matter 
what  the  need.  Since  the  Agency  does  not  refuse  service,  other  visits  then  are 
never  paid  for,  thus  causing  further  financial  loss. 

How  do  we  pay  for  these  unmet  expenses? — our  United  Fund  voluntary  dollar 
has  to  be  used  to  subsidize  the  Medicaid  program.  Some  Home  Health  Agencies 
have  been  forced  to  use  invested  funds. 

I  hope  this  gives  you  some  idea  of  how  serious  a  financial  problem  Medicaid 
presents  to  the  Home  Health  Agency. 
Sincerely, 

Shirley  A.  Whitcomb,  R.N., 

Director. 

[Attachments.] 

State  of  Rhode  Island  and  Provtoence  Plantations,  Department  of  Social 
Welfare,  Office  of  Medical  Service 

February  18,  1970. 

To  :  All  Visiting  Nursing  Agencies  of  Rhode  Island. 

From :  P.  Joseph  Pesare,  Dr.  P.H.,  M.D.,  Medical  Care  Program  Director. 
Department :  Social  Welfare. 

Subject :  Revision  of  the  present  billing  procedure  used  by  the  visiting  nursing 
agencies  in  submitting  claims  for  services  provided  eligible  recipients  of  the 
Rhode  Island  Medical  Assistance  program. 
On  February  4,  1970  representatives  of  the  Office  of  Medical  Service,  Blue 
Cross/Blue  Shield  and  the  Visiting  Nurses  Association  of  Rhode  Island  met  to 
discuss  the  billing  problems  encountered  by  the  Visiting  Nursing  Agencies. 


*  Senator  Pell  asked  Shirley  A.  Whitcomb  the  following:  questions: 

1  "What  specific  changes  would  you  recommend  in  the  Medicare  program  to  provide 
the  home-health  services  now  most  urgently  needed  by  senior  citizens  ?  _   ^       ^  ^ 

2  Can  you  give  examples  of  where  Medicaid  does  not  cover  the  full  cost  of  your 
services  ?  How  are  you  able  to  pay  for  the  portion  of  your  costs  not  covered  by  Med- 
icaid ? 

**See  testimony  p.  268. 
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Following  a  discussion  on  these  problems,  a  new  billing  procedure  was  agreed 
upon  by  all  parties  present  at  tbe  meeting. 

NEW   BILLING  PROCEDUEE 

Under  the  new  procedure  the  Fiscal  Intermediary  for  Title  XVIII,  Blue  Cross/ 
Blue  Shield  will  provide  the  computed  SSA-1487  form  directly  to  the  Office  of 
Medical  Service. 

The  Office  of  Medical  Service  will  then  forward  these  computed  forms  to  the 
appropriate  VNA  Office. 

On  receiving  the  computed  SSA-1487  forms  the  VNA  Agency  will  match  them 
to  corresponding  MA-501  cards. 

After  the  forms  have  been  matched  to  the  cards,  the  VNA  Agency  will  submit 
to  the  Office  of  Medical  Service  only  those  forms  on  which  they  can  expect  to  be 
reimbursed  in  accordance  with  the  existing  fees  for  Visiting  Nursing  services. 
Reimbursement  is  usually  made  when  the  fifty  dollar  deductible  has  not  been 
met  and  when  the  number  of  visits  allowed  by  Federal  Medicare  has  been 
exhausted. 

In  cases  in  which  the  VNA  Agency  receives  the  80%  reimbursement  from  Fed- 
eral Medicare,  they  should  not  submit  these  forms  to  the  Office  of  Medical  Serv- 
ice since  the  80%  reimbursement  usually  constitutes  a  payment  above  the  De- 
partment of  Social  Welfare's  fee  schedule  which  provides  payment  for  Visiting 
Nursing  Services  on  the  basis  of  demonstrable,  reasonable  cost  up  to  a  maxi- 
mum allowance  of  $6.00  per  visit. 

Effective  date  :  This  policy  will  take  effect  on  March  1, 1970. 

P,  Joseph  Pesare,  Dr.  P.H.,  M.D., 

Medical  Care  Program  Director. 

CRANSTON  DISTRICT  NURSING  ASSOCIATION  FEE  CARD,  SUBMITTED  BY  SHIRLEY  A. 

WHITCOMB 

Office  Hours :  From  8  :00  A.M.  to  4  :00  P.M.  daily ;  closed  Saturdays,  Sundays 
and  Holidays.  Calls  for  Saturdays,  Sundays  and  Holidays  must  be  made  during 
regular  office  hours. 

Charges  per  visit:  (Effective  January  1,  1968) 

May  be  adjusted  for  those  who  cannot  pay  : 

Nursing    $9. 50 

Physical  Therapy  .   11.60 

It  is  requested  that  daily  payment  be  made. 


Department  of  Social  and  Rehabilitative  Services,  Division  of  Community 
Services,  Medical  Standards  and  Review,  Providence,  R.I, 

December  28,  1970. 

To  :  All  Visiting  Nursing  Agencies. 

From:  P.  Joseph  Pesare,  Dr.  P.H.,  M.D.,  Medical  Care  Program  Director. 
Department:  Social  and  Rehabilitative  Services. 

Subject :  Revision  of  fee  schedule  for  visiting  nursing  services  provided  eligible 
recipients  of  medical  assistance,  effective  January  1,  1971. 

It  is  a  pleasure  to  announce  a  revision  in  the  fee  schedule  for  Visiting  Nursing 
Services  when  provided  by  an  official  Visiting  Nursing  Agency  to  eligible  recipi- 
ents of  Medical  Assistance  on  or  after  January  1,  1971. 

As  of  January  1,  1971,  the  Rhode  Island  State  Department  of  Social  and  Re- 
habilitative Services,  through  its  Medical  Assistance  Program,  will  provide  an 
increase  in  the  allowance  for  Visiting  Nursing  Services  from  up  to  a  maximum 
allowance  of  $6.00  per  visit  to  payment  on  the  basis  of  reasonable  cost  as  listed 
and  approved  for  each  Nursing  Agency  by  the  Fiscal  Intermediary  of  Title 
XVIII,  up  to  a  maximum  allowance  of  $8.00  per  visit. 

In  order  to  make  payments  on  the  basis  of  your  demonstrable,  audited  reason- 
able cost  up  to  a  maximum  of  $8.00  per  visit,  will  you  please  make  available  to 
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the  Department  your  most  recently  certified  official  cost  figures  as  they  apply  to 
the  types  of  visits  included  within  the  scope  of  our  program. 

N.B. — The  Rhode  Island  State  Department  of  Health  will  continue  as  the 
primary  resource  for  payment  of  maternal  and  child  health  nursing  visits  pro- 
vided for  patients  who  are  eligible  recipients  of  Medical  Assistance  under  cri- 
teria established  by  the  Maternal  and  Child  Health  Divison. 

The  following  revisions  pertain  to  other  phases  of  the  fee  schedule  for  Visiting 
Nursing  Services : 

1.  The  allowable  fee  for  each  additional  patient  seen  on  the  same  day  at  the 
same  address  will  remain  at  $3.00. 

2.  The  maximum  payment  allowable  for  a  single  visit — regardless  of  the  num- 
ber of  persons  seen — will  be  increased  from  $9.00  to  $11.00. 

3.  The  maximum  payment  allowable  for  a  single  patient  visited  more  than 
once  within  a  24-hour  period  will  be  increased  from  $9.00  to  $11.00. 

4.  Payment  for  nursing  services  provided  in  the  Visiting  Nursing  Agency's 
office  (office  visit)  will  remain  at  $3.00. 

It  is  indeed  unfortunate  that  the  current  interpretation  of  Federal  Medicare 
policy  serves  to  eliminate  many  of  those  elderly  and  chronically  ill  from  eligibil- 
ity of  payment  for  Visiting  Nursing  Services  under  the  provision  of  the  Federal 
Medicare  Program  (Title  XVIII). 

As  a  result  of  this  more  restrictive  policy  by  the  Federal  Medicare  Program, 
many  of  the  Visiting  Nursing  Agencies  had  discontinued  submitting  those  pa- 
tients whose  eligibility  for  Visiting  Nursing  Services  was  questionable  under  cur- 
rent Federal  Medicare  eligibilty  criteria. 

Please  note  carefully  that  the  Department  of  Social  and  Rehabilitative  Services 
continues  to  require  that  all  Visiting  Nursing  Agencies  submit  requests  for  pay- 
ment to  Blue  Cross/Blue  Shield,  the  Fiscal  Intermediary  for  Federal  Medicare, 
for  Visiting  Nursing  Services  provided  eligible  under  the  provisions  of  Titles 
XVIII  (A  and  B).  This  requirement  continues  to  be  necessary  though  the  services 
provided  may  not  be  ultimately  reimbursed  by  Federal  Medicare  under  their 
current  interpretation  of  eligibility  for  these  services.  It  is  only  after  this  pro- 
cedure is  followed  that  the  Department  of  Social  and  Rehabilitative  Services  is 
able  to  determine  the  amount  of  liability  for  payment  which  remains  with  the 
Rhode  Island  Medical  Assistance  Program. 

You  have  been  very  cooperative  in  this  respect — your  spirit  of  cooperation  is 
greatly  a])preciRted,  We  have  been  receiving  notification  of  Form  SSA1487 
HOME  HEALTH  AGENCY  REPORT  AND  BILLING  from  the  Fiscal  Inter- 
mediary for  Federal  Medicare  advising  the  Department  of  Social  and  Rehabili- 
tative Services  when  a  patient  no  longer  qualifies  for  Visiting  Nursing  Services 
provided  under  the  Federal  Medicare  Program.  In  these  cases,  the  claims  have 
been  processed  according  to  the  Rhode  Island  Medical  Assistance  fee  schedule. 

You  are  reminded  that  the  initial  receipt  of  Form  SSA-1487  HOME  HEALTH 
AGENCY  REPORT  AND  BILLING  by  our  Department  is  not  sufficient  to  satisfy 
the  total  requirements  beyond  a  period  of  six  months.  We  are,  therefore,  asking 
that  you  resubmit  each  case  to  the  Fiscal  Intermediary  of  Medicare  at  the  end 
of  each  six  months  period  of  service.  This  procedure  will  enable  us  to  main- 
tain on  file  a  current  verification  that  the  resource  of  Federal  Medicare  has  been 
exi^lored  and,  in  fact,  there  is  no  eligibility  for  payment  for  these  services  under 
the  provisions  of  Title  XVIII  (A  and  B) . 

You  should  know  that  those  of  us  responsible  for  the  administration  of  the 
Rhode  Island  Medical  Assistance  Program  are  not  alone  in  our  adverse  reaction 
to  these  more  recently-developed  restrictions  as  they  relate  to  the  criteria  vvhich 
must  be  fulfilled  by  Visiting  Nursing  Services  in  order  to  qualify  for  reimburse- 
ment under  the  provisions  of  Title  XVIII  (A  and  B).  We  shall  continue  to  make 
every  effort  to  seek  a  more  reasonable  and  liberal  interpretation  of  the  Visiting 
Nursing  Services  provided  eligible  recipients  of  Federal  Medicare  for  which 
reimbursement  can  be  expected  through  Title  XVIII. 

I  want  to  take  this  opportunity  to  expre?;s  my  sincere  thanks  and  appreciation 
for  the  continuous  spirit  of  cooperation  manifested  by  all  participating  visiting 
Nursing  Agencies  of  Rhode  Island  in  providing  high  quality  medical  services  for 
our  eligible  recipients  of  Medical  Assistan^-e. 

P.  Joseph  Pesaee,  Dk.,  P.H..  M.D.. 

Medical  Care  Program  Director. 
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CRANSTON   DISTRICT   NURSING  ASSOCIATION   FEE   CARD,    SUBMITTED  BY 
SHIRLEY  A,  WHITCOMB 

Office  Hours :  From  8  :00  A.M.  to  4  :00  P.M.  daily ;  closed  Saturdays,  Sundays 
and  Holidays.  Calls  for  Saturdays,  Sundays  and  Holidays  must  be  made  during 
regular  office  hours. 

Charges  per  visit :  {Effective  July  1, 1970) 
-May  be  adjusted  for  those  who  cannot  pay : 

Nursing  

Physical  Therapy  

It  is  requested  that  daily  payment  be  made. 


ITEM  8.  LETTER  FROM  ALEX  M.  BURGESS,  JR.,  M.D.,  CHIEF,  DIVISION 
OF  PLANNING  AND  STANDARDS.  IN  RESPONSE  TO  SPECIFIC  QUES- 
TIONS RAISED  P>Y  SENATOR  PELL 

Fedruari/  16,  1972. 

1.  How  can  the  State  and  Federal  governments  cooperate  most  effectively  to 
provide  health  care  for  senior  citizens? 

Since  basically,  the  State  and  Federal  governmental  aims  tend  to  be  identical, 
there  should  logically  be  no  problem.  However,  the  nationwide  focus  of  the  federal 
programs  leads  to  the  establishment  of  objectives,  procedures,  and  even  standards 
which  do  not  reflect  the  variability  of  the  individual  states'  needs  and  objectives. 
As  I  have  mentioned  before,  the  smoothly  functioning  system  set  up  under  the 
*'Hill-Burton"  legislation  provides  a  worthwhile  model.  Here,  the  Federal  estab- 
lishment furnishes  certain  over-all  guidelines  and  regulations,  and  the  state  de- 
velops its  own  detailed  plan,  within  the  latitude  that  national  policies  provide. 

My  plea,  then,  is  for  systems  which  do  not  impose  "all  purpose"  plans  and 
procedures  on  state  agencies  to  the  extent  of  impairing  their  ability  to  approach 
local  problems,  which  may  be  unique  to  the  particular  area.  Our  developing  new 
systems  will  need  to  take  account  of  this  problem  with  particular  care  if  the 
citizens,  young  or  old,  is  to  get  maximal  health  benefits. 

2.  What  are  the  major  deficiencies  in  Medicare  and  Medicaid  that  should  be 
eliminated  in  an  ideal  plan  of  health  care  for  the  elderly  in  the  future? 

The  major  deficiency,  overriding  all  others  in  my  opinion,  is  the  existence  of 
these  parallel  and  basically  similarly  motivated  programs  side  by  side.  In  fact, 
the  existence  of  programs  aimed  at  limited  aspects  of  the  problem  of  health  care 
will  guarantee  problems.  If  some  further  federal  program  or  programs  comes 
to  sit  beside  these  two,  even  more  outrageous  duplication  and  unnecessary  admin- 
istrative expense  will  result.  I  see,  in  some  of  the  pending  legislation,  a  real  risk 
that  this  could  happen. 

The  infusion  of  money  and  new  programs  will  not  solve  the  health  care  pro- 
gram, and  may  compound  the  factors  producing  ineffective  care.  What  is  needed, 
in  short,  is  not  more  and  better  Medicare  and  Medicaid  programs,  aimed  at  the 
f^lderly  but  some  constructive  approach  to  the  entire  system,  for  persons  of  all 
ages. 

3.  Is  the  replacement  of  the  current  multiplicity  of  health  care  systems  by  a 
single  system  the  best  approach  to  pursue  in  planning  for  the  future? 

The  .multiplicity  of  different  bills  now  before  the  Congress,  in  itself,  guaran- 
tees that  further  "boiling  down"  must  take  place  before  a  single  alternative  can 
be  selected.  I  feel,  however,  that  the  need  for  a  single  over-all  approach  is  an 
urgent  one. 

We  have  too  many  other  fiscal  and  administrative  problems,  to  continue  to 
tolerate  those  that  are  based  on  duplicative  parallel  systems  of  payment  and 
quality  control.  The  cost  in  terms  of  extra  administrative  personnel  alone  in  the 
State  and  Federal  establishments  and  in  the  business  side  of  the  health  care 
providers'  establishment  is  undoubtedly  high,  and  would  be  unnecessary  if  a 
single  system  of  payment,  record-keeping,  and  quality  standards  implementation 
were  in  force. 


$10.  50 
12.  25 
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ADDITIONAL  MATERIAL  SUBMITTED  BY  WITNESSES 

ITEM  1.  LETTER  TO  SENATOR  PELL  FROM  VERONICA  MURRAY, 
PROVIDENCE,  R.I.* 

Dear  Senator  Pell:  I  was  allowed  a  short  time  to  speak  at  the  end  of  the 
meeting,  but  was  not  allowed  enough  time  to  finish  what  I  had  to  say,  as  you 
w^ere  tired,  and  I  also  was  tired,  as  I  was  at  that  meeting  from  10  a.m.  until  it 
finished  ;  how^ever,  I  will  finish  now,  Senator  Pell. 

We,  the  elderly,  know  best  what  we  need. 

We,  the  elderly,  are  sick  and  tired  of  surveys  and  studies  of  aging.  That  money 
that  is  spent  for  surveys,  etc.  should  be  in  our  pension  checks  instead. 

1.  Higher  Social  Security  pensions  for  those  in  the  lower  bracket.  If  the  poverty 
level  is  considered  to  be  $3,300  a  year,  why  are  we  receiving  such  low  pensions? 
Why  are  we  not  receiving  what  we  should  be  receiving? 

2.  Housing  for  the  elderly — Many  of  us  are  unable  to  get  into  public  housing, 
as  there  is  a  long  list  waiting  to  get  in,  and  when  you  are  called  for  an  interview, 
a  single  person  is  only  allowed  an  eflaciency  apartment,  which  consists  of  one 
large  room  (very  small  kitchenette  and  bath).  At  least  we  should  be  allowed  two 
large  rooms  and  bath. 

3.  Transportation  for  the  elderly  should  be  improved. 

4.  Last  but  not  least,  a  good  medical  bill  covering  such  as  foot  doctors,  dentists, 
eye  doctors,  eyeglasses,  and  chiropractors.  I  believe  if  these  things  were  met, 
many  problems  would  be  solved,  and  less  money  would  be  required.  Let's  forget 
about  sending  men  to  the  moon  to  bring  back  rocks ;  also  let's  forget  foreign  aid 
until  our  people  are  taken  care  of. 

The  elderly  are  sick  and  tired  of  money  being  spent  on  Studies  and  surveys  on 
Aging.  We  feel  we  know  what  we  need  and  it  certainly  is  not  surveys  and  studies, 
it  is  higher  Social  Security  Payments  for  those  in  the  lower  Pension  bracket 
Those  receiving  the  higher  Social  Security  payments  benefit  by  the  small  raises 
in  Social  Security  but  those  in  the  lower  bracket  don't  as  the  raises  are  too  small 
and  should  be  corrected  at  once.  Many  are  forced  onto  the  Welfare  rolls  that  are 
very  much  against  charity  and  they  should  not  be  classed  as  Welfare  People  as 
they  worked  all  their  lives  for  small  wages  and  long  hours  only  to  find  when  they 
no  longer  could  work  they  seem  to  be  penalized  for  becoming  old. 

Could  those  people  in  Congress  live  on  the  small  Pensions  many  are  forced  to 
live  on?  Why  don't  they  try  and  then  they  would  find  out  how  long  before  their 
health  would  break  down.  Now  is  the  time  for  a  change,  not  1972-73.  Now. 
Also  Senator  Pell  the  Pension  Age  should  be  lowered  to  at  least  58  years  of  age 
and  the  ones  that  were  forced  to  take  their  Pensions  at  62  years  of  age,  through 
no  fault  of  their  own  (just  that  their  health  broke  down)  should  be  given  the 
amount  they  lost  by  taking  their  pension  at  62  instead  of  65  years  of  age.  Why 
must  the  elderly  Poor  have  to  suffer  so  Senator  Pell?  Many  doctors  have  become 
wealthy  on  the  elderly  and  they  know  how  the  elderly  are  suffering  but  I  don't 
see  them  speaking  out.  Let's  wake  up  Senator  Pell  and  do  something  about  these 
conditions. 


*See  testimony  p.  292. 
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ITEM  2.  LETTER  TO  SENATOR  PELL  FROM  MILDRED  A.  DEAN 
PROVIDENCE,  R.I.* 

Dear  Senator  Pell:  I  understood  that  there  was  only  7  minutes  for  each 
one  so  I  cut  short  one  of  the  things  that  is  surely  needed.  The  program  for  enter- 
tainment for  the  institutionalized  elderly  at  Hospitals.  The  R.  I.  Association  of 
Senior  Citizens  and  Senior  Citizens  Clubs  Inc.  has  devoted  much  time  to  this  pro- 
gram as  the  Doctors  at  the  Medical  Center  has  often  commended  the  lift  it  gives 
to  the  patients.  I  have  carried  on  with  little  help  this  past  year  and  this  program 
as  well  as  Grand  Parents  day  of  Rhode  Island  Avill  also  go  out  of  existence.  I 
have  been  very  proud  of  these  programs  and  am  very  discouraged  to  see  them 
pass  on.  Thanks  for  all  your  help. 
Sincerely, 

MiLDEED  A.  Dean. 

*See  testimony  p.  245. 
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LETTERS  FROM  INDIVIDUALS  AND  ORGANIZATIONS 

ITEM   1.   LETTER   TO    SENATOR   PELL   FROM   DORIS   E.  JOHNSON, 
LIBRARIAN,  PROVIDENCE,  R.I. 

September  28,  1971. 

Deak  Senator  Pell  :  I  am  so  sorry  that  I  could  not  be  present  at  the  conference 
that  you  held  recently  in  Providence  regarding  the  problems  of  senior  citizens. 
I  am  writing  this  to  call  to  your  attention  an  injustice  (inequity  is  a  better 
word)  regarding  social  security  payments.  Knowing  your  deep  interest  in  help- 
ing the  elderly,  I  feel  sure  that  you  will  be  interested  in  my  point  of  view.  At 
first  glance,  you  may  not  agree  with  me,  but  if  you  will  bear  with  me  a  little, 
I  believe  you  will  see  some  merit  in  my  arguments. 

When  a  working  person  retires,  he  is  entitled  to  social  security  payments  from 
which  money  is  deducted  if  more  money  is  earned — $1800  a  year  may  be  earned 
without  deductions,  I  believe.  However,  if  the  person  retiring  happens  to  have 
income  from  investments,  real  estate  or  other  holdings,  he  may  collect  his  full 
social  security  without  any  deduction  being  made.  In  other  w^ords,  the  working 
man  who  could  not  manage  to  save  or  make  other  investments  and  w^ho  feels 
obliged  to  go  on  working  to  supplement  social  security  payments  is  penalized, 
while  the  more  fortunate  person  may  actually  be  wealthy  and  not  even  need  the 
social  security. 

I  am  not  contending  that  the  more  fortunate  man  should  lose  his  social  security 
payments,  or  even  have  them  reduced.  What  I  believe  is  that  when  a  worker 
has  paid  income  taxes  through  the  years,  he  should  be  entitled  to  his  social  se- 
curity as  a  riglit,  regardless  of  whether  he  goes  on  working  or  not.  If  this  were 
true  beginning  at  age  65,  there  would  not  be  too  many  who  could  collect,  and  go 
on  working  because  many  firms  require  their  employees  to  retire  at  that  age. 
However,  if  a  man  were  well  enough  and  lucky  enough  to  be  able  to  work,  I  think 
he  should  be  allowed  to  do  so  without  any  deductions  being  made.  Most  people 
at  age  65  only  want  to  work  part-time,  but  the  limitations  on  what  they  can 
earn  keep  them  in  a  low  financial  bracket  and  count  against  them  in  accepting 
special  work  that  they  alone  may  be  qualified  to  do  well. 

In  these  days  of  heavy  unemployment,  some  people  would  say  right  away  that 
if  the  older  people  go  on  working,  they  would  not  make  way  for  younger  men  to 
fill  their  jobs.  My  belief  is  that  there  would  only  be  a  small  group  able  and  v/illing 
to  work,  and  probably  not  for  more  than  a  couple  of  years.  But  this  would  give 
them  a  chance  to  save  something  more  for  retirement  and  make  up  for  some  of 
the  time  when  they  couldn't  save  because  of  high  taxes  and  high  cost  of  living. 
Here,  in  brief,  are  the  advantages  of  letting  older  citizens  have  their  full  social 
security  with  no  strings  attached  : 

1.  They  would,  of  course,  pay  income  taxes  on  their  earnings  plus  social 
security  payments. 

2.  The  clerical  work  involved  in  keeping  track  of  their  exact  earnings  and 
the  ratio  to  their  social  security  would  be  eliminated. 

3.  They  v/ould  not  be  competing  for  poorly  paid  jobs  because  they  could 
work  at  their  own  specialty  at  a  higher  rate  and  might  not  need  more  than  a 
few  hours  a  week  to  supplement  their  income. 

4.  Those  who  are  now  employed  full-time  and  are  not  compelled  to  retire 
could  work  less  and  collect  social  security.  In  other  words,  they  would  not 
feel  forced  to  go  on  working  full-time  because  they  could  not  live  on  their 
social  security  payments  alone. 

5.  The  difference  in  cost  to  the  Government  would  not  be  grent  for  those 
who  are  working  part-time  and  getting  social  security.  Some  social  security 
is  being  paid  them  anyway.  The  difference  would  also  be  offset  by  less  cleri- 
cal work  in  keeping  track  of  their  accounts. 
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Old  age  is  a  dark  threat  to  many  people.  I  do  not  believe  there  are  actually 
many  opportunities  for  them  to  earn  money  once  they  have  retired.  People  who 
are  well,  who  are  doing  a  good  job  and  who  could  for  a  very  few  years  get  a 
bonus  in  social  security  deserve  a  break.  There  won't  be  too  many  of  them.  Forced 
retirement  on  a  low  income  with  no  hope  is  the  last  thing  that  anybody  wants.  If 
an  elderly  person  can  supplement  his  income  after  retirement,  then  I  say  God 
bless  him  and  let  him  have  whatever  he  can  earn  without  deductions.  The  time 
is  short  at  best. 

Thank  you  for  bringing  to  your  office  as  Senator  such  great  qualities  and  for 
spending  so  much  of  your  time  in  the  public  interest.  I  want  you  to  know  that  I 
think  you  have  proved  to  be  one  of  the  most  conscientious  and  devoted  Senators 
that  our  State  has  ever  had. 
Very  Sincerely  yours, 

(Miss)  Doris  E,  Johnson,  Lidrarian. 


ITEM  2.  LETTER  FROM  ARISTIDE  B.  MORSILLI,  JOHNSTOWN,  R.I. 

Dear  Senator  :  I  am  writing  this  letter  to  you  with  the  hope  that  in  the  not 
too  distant  future  this  problem  will  be  a  thing  of  the  past. 

In  mid  June  of  this  year,  my  wife  was  rushed  to  R.I.  Hospital  for  a  condition 
which  cannot  be  treated.  After  several  weeks  of  tests,  I  was  notified  of  the  re- 
sults of  the  tests  and  was  told  she  would  have  to  be  hospitalized  in  order  for  her 
to  be  medicated  so  that  she  will  not  lapse  into  a  deep  sleep  as  she  did  when 
stricken.  As  of  today  she  no  longer  talks,  hardly  recognizes  anyone  and  is  con- 
fined to  bed.  This  is  the  result  of  premature  brain  damage  which  I  am  told  some- 
times happens  to  young  people.  Doctors  cannot  account  for  the  condition,  nor  do 
they  know  of  any  treatment.  As  my  wife  is  only  62  years  old,  she  does  not 
qualify  for  any  aid  program.  This  condition  began  when  she  was  58  and  she  was 
hospitalized  in  1968  and  was  examined  again  in  Oct.  1970  at  the  Lahey  Clinic, 
Boston. 

When  discharged  from  R.I.  Hospital,  the  Social  Service  Dept.,  of  the  Hos- 
pital assisted  me  in  placing  her  in  a  nursing  home  for  vv^hich  I  am  paying  $196.00 
weekly  for  her  care.  Now  you  can  well  appreciate  that  at  these  rates,  I  cannot 
survive  very  long  financially  as  my  weekly  salary  certainly  does  not  amount  to 
what  I  am  paying  for  her  care.  Consequently  what  lifetime  savings  we  made 
together  will  not  last  very  long. 

It  seems  to  me  that  a  country  as  great  as  ours  should  have  a  program  whereby 
no  such  thing  should  occur.  I  think  it  is  about  time  for  our  government  to  be 
concerned  with  our  own  problems  and  let  the  rest  of  the  world  contribute  a  big- 
ger share  to  their  own  problems.  The  time  has  come  to  spend  more  on  our 
citizens'  health  and  well  being  instead  of  all  that  money  being  spent  for  un- 
necessary killing  and  subsidizing  of  other  countries. 

No  doubt,  there  are  many  cases  like  mine  and  I  am  not  trying  to  be  looked  upon 
as  a  special  case,  but  I  am  hoping  that  some  program  will  eventually  be  intro- 
duced to  give  our  people  security  and  care  throughout  their  days.  This,  of  course, 
can  only  come  about  by  your  efforts  and  the  efforts  of  others  in  your  position.  I 
hope  we  will  soon  have  the  best  health  programs  in  the  entire  world. 
Sincerely  yours, 

Aristide  B.  Morsilli. 

Copy  to  Senator  Claiborne  Pell. 


ITEM  3.  LETTER  TO  SENATOR  PELL  FROM  ANTHONY  J.  AGOSTINELLI, 
EXECUTIVE  DIRECTOR,  THE  URBAN  COALITION  OF  RHODE  ISLAND 

September  21,  1911. 

Dear  Senator  Pell  :  We  respectfully  request  that  the  attached  reports  of  our 
Health  Task  Force  become  parts  of  the  Senate  subcommittee's  records  which  re- 
ceived testimony  on  health  in  Rhode  Island  yesterday. 

Thank  you  for  your  interest. 

Sincerely,  ^  ^  ^ 

Anthony  J.  Agostinelli, 

Executive  Director. 

Attachments. 
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The  Report  of  the  Task  Force  on  Health 

Dr.  Charles  J.  McDonald,  Chairman.  The  Health  Task  Force  of  the  Urban 
Coalition  of  Rhode  Island  was  organized  to  provide  health  leadership  in  the 
community.  It  was  organized  to  address  itself  forthrightly  to  important  health 
issues.  We  consider  our  main  role  to  be  that  of  a  supporter,  critic  and  coordi- 
nator for  the  various  providers  of  services  and  the  consumer. 

The  first  organization  meeting  of  the  Health  Task  Force  of  the  Urban  Coali- 
tion of  Rhode  Island  was  held  on  February  5,  1970,  at  the  Providence  Public 
Library.  Attendance  of  provider  groups  was  exceptionally  good,  however,  there 
was  very  limited  attendance  on  the  part  of  the  "consumer"  group  or  inner  city 
poor.  Therefore,  the  original  intent  of  the  meeting  was  abandoned  and  it  was 
decided  to  hold  another  organizational  meeting  in  an  area  of  greater  accessibility 
to  at  least  one  segment  of  the  inner  city  poor.  The  second  organizational  meeting 
was  held  on  February  25,  1970,  at  the  Opportunities  Industrialization  Center 
Building.  At  that  meeting  the  process  of  electing  four  members  from  the  Task 
Force's  general  membership  to  the  Working  Committee  was  carried  out. 

Keeping  in  mind  the  charge  of  the  Urban  Coalition  of  Rhode  Island,  a  set  of 
ten  goals  were  outlined  for  the  Health  Task  Force.  Some  were  considered 
immediate,  others  were  considered  future  goals.  All  were  considered  attainable. 
They  were  as  follows  : 

1.  To  reafiirm  our  belief  in,  and  restate  our  endorsement  of  the  Neighbor- 
hood Health  Center  concept  as  a  vital  force  in  the  delivery  of  health  services 
to  the  urban  poor. 

2.  To  seek  ways  and  means  of  extending  the  health  center  concept  into 
other  communities. 

3.  To  broaden  and  strengthen  the  association  of  the  existing  health  centers 
with  the  community  hospitals. 

4.  To  increase  the  moral  and  financial  commitment  of  the  State  Depart- 
ments of  Social  Welfare  and  the  State  Department  of  Health  to  the  Neigh- 
borhood Health  Centers. 

5.  To  pursue  the  concept  of  group  practice  in  the  urban  areas  of  Rhode 
Island  where  physicians  are  not  now  available.  The  groups  may  or  may  not 
be  directly  aligned  with  the  existing  or  future  health  centers. 

6.  Anticipating  difiiculty  with  Item  5,  we  turned  to  an  additional  goal. 
To  pursue  the  use  of  physician's  assistants  or  semi-physicians  in  the  areas 
of  concern.  We  would  thus  reduce  the  need  for  physicians  in  these  areas, 
and  in  all  probability  reduce  the  cost  of  delivering  health  services. 

7.  To  study  and  make  recommendations  regarding  health  manpower.  We 
recognize  that  the  Coalition  has  appointed  a  Task  Force  on  Manpower. 
However,  it  was  the  consensus  of  the  Health  Task  Force  that  we,  as  a  group 
of  health  professionals,  i.e.  physicians,  nurses  and  administrators,  and  con- 
sumers having  an  intense  interest  in  the  future  of,  the  expansion  of,  and 
the  betterment  of  the  health  care  system,  were  best  suited  to  pursue  this 
particular  task. 

8.  To  improve  Dental  Health  Services  to  the  urban  poor. 

9.  To  consider  how  best  to  improve  public  education  in  matters  of  health, 
and  delivery  of  health  services. 

10.  To  consider  approaches  to  the  vital  matter  of  improving  nutrition  in 
the  inner  city.  We  cannot  improve  health  without  improving  nutrition. 

With  these  goals  in  mind,  the  Working  Committee  of  the  Health  Task  Force 
held  its  first  meeting  on  March  11,  1970.  In  attendance  at  that  meeting  and  in 
weekly  meetings  thereafter  were  members  of  the  Executive  Committee  and  Board 
of  Directors  of  the  Coalition,  the  four  community  representatives,  and  represen- 
tatives chosen  by  the  Chairman  from  the  following  organizations— Blue  Cross- 
Blue  Shield,  State  Department's  of  Health  and  Social  Welfare,  Progress  for 
Providence  Health  Centers,  the  Hospital  Association  of  Rhode  Island,  and  the 
Directors  of  the  Miriam,  Rhode  Island,  and  Roger  Williams  Hospitals.  I  wish 
to  add,  that  on  occasion,  representatives  from  the  Neighborhood  Advisory  Boards 
of  Progress  for  Providence,  and  the  Rhode  Island  Fair  Welfare  Organization 
attended  as  observers.  ^  ,      .    .  ^ 

The  Working  Committee,  after  appraising  the  enormity  of  its  goals,  elected 
to  pursue  immediately  the  solutions  to  those  that  were  either  immediately  at- 
tainable or  were  attainable  with  minor  changes  in  our  present  system.  To  that 
end  the  following  Subcommittees  were  formed. 
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1.  Healtli  Center  Financing,  Immediate  and  Future,  Father  Francis  J. 
Guidance,  Chairman. 

2.  Group  Practice  and  Insurance,  Albert  Brennan,  Chairman. 

3.  Health  Education,  Dr.  Joseph  E.  Cannon,  Chairman. 

4.  Health  Manpower  and  Employment,  Jack  R.  Fecteau. 

5.  Physicians  Assistants,  Dr.  Arnold  Porter. 

6.  Dental  Health,  Dr.  Joseph  Yacovone. 

The  report  and  recommendations  of  these  subcommittees  are  on  file  in  the 
UCRI  office.  They  will  be  summarized  below\ 

Prior  to  summarizing  the  subcommittee  reports,  I  would  like  to  allay  a  fear 
that  has  been  expressed  by  members  of  our  Working  Committee  and  members 
of  the  Task  Force-at-large.  That  in  attempting  to  focus  on  too  many  issues,  our 
efforts  are  diluted,  thus,  our  accomplishments  will  reflect  this  dilution.  It  is 
argued  that  the  Neighborhood  Health  Centers  should  be  the  main  focus  of  all 
our  attention.  The  solution  of  its  problems  would  lead  to  the  solution  of  our 
Health  Care  problems.  I  agree  fully  with  this  premise.  Therefore,  let  me  point 
out  how  the  conclusions  of  our  subcommittees,  in  most  instances,  relate  to  the 
delivery  of  Health  Care  via  the  Neighborhood  Health  Centers. 

The  Subcommittee  on  Group  Practice  and  Insurance  in  a  very  thorough  assess- 
ment of  the  situation  has  made  the  following  recommendations — that  we  accept 
the  premise  that  proper  Health  Care  is  "obligatory"  in  much  the  same  sense  that 
in  education  it  is  the  obligation  of  the  State  to  provide  educational  facilities 
and  of  the  individual  to  utilize  those  facilites.  In  the  matter  of  health  care,  the 
medical  professionals  must  provide  and  the  consumers  must  seek.  The  "third 
party"  or  administrative  agent  must  supply  the  financial  and  administrative 
"bridge"  between  the  two.  The  subcommittee  concluded  that  the  four  basic 
disciplines  necessary  for  proper  health  care,  preventive,  diagnostic,  curative  and 
rehabilitative  are  available  but  not  accessible  to  poor  people.  There  is  a  need  to 
pull  down  the  "barriers  of  inaccessibility"  between  the  "seekers  of  services"  and 
the  "providers  of  services" — barriers  that  range  from  geographical  to  psycho- 
logical, from  intellectual  aloofness  to  ingrained  apathy,  from  haughtiness  to 
condescension — but  most  of  all,  from  high  cost  to  low  or  non-existent  incomes. 

Fundamental  to  accessibility  of  the  four  disciplines,  particularly  for  the  dis- 
advantaged is  the  concept  of  the  "Neighborhood  Health  Center".  We  support  the 
theme  of  binding  the  nine  existing  centers  together  through  a  single  Corporate 
entity  having  administrative  and  financial  jurisdiction  over  each,  without  relin- 
quishing the  totality  of  autonomy  of  the  individual  centers. 

Group  Practice,  in  combination  with  Neighborhood  Health  Centers,  would 
evolve  into  comprehensive  community  health  facilities  that  would  mobilize  and  or- 
ganize all  the  skills  of  a  community  in  such  a  way  as  to  make  use  of  people  and 
equipment  in  providing  all  health  services  to  a  neighborhood  within  a  city.  Each 
of  the  centers  should  have  a  multi-specialty  professional  staff  that  would  include 
the  disciplines  necessary  to  provide  comprehensive  medical  care  to  the 
community. 

Vital  to.  the  delivery  of  proper  Health  Care  via  Neighborhood  Health  Centers  is 
an  alliance  with,  and  reliance  upon  hospitals. 

The  key  element  to  the  success  or  failure  of  the  concept  of  Neighborhood  Health 
Centers  is  the  stabilization  of  income.  They  cannot  operate  without  assurance 
that  enough  dollars  will  be  made  available  on  a  timely  basis  in  an  orderly  busi- 
ness-like manner.  We  suggest  that  income  stabilization  would  best  be  met  through 
capitation,  i.e.  that  each  of  the  Center's  registrants  pay,  or  have  paid  on  his 
behalf,  a  preset  annual  fee  that  would  cover  the  total  cost  of  his  care.  The  pay- 
ment source  of  the  capitation  fee  would  be  through  reshaping  or  redirecting  pro- 
grams already  in  effect,  both  government  and  private.  I  might  add  here  that 
meaningful  discussions  have  been  held  with  sponsors  of  the  Rhode  Island  Group 
Health  Association  regarding  participation  in  such  programs. 

The  subcommittee  concludes  with  the  following  statement.  "It  is  also  assumed 
that  the  'disadvantaged'  do  not  own  exclusive  rights  to  the  lack  of  accessibility 
of  proper  Health  Care,  giving  rise  to  the  very  real  possibility  of  Neighborhood 
Health  Centers  acceptance  of  other  than  the  traditional  'disadvantaged'." 

The  Subcommittee  on  Financing  of  the  Health  Centers  report  is  summarized  as 
follows.  Procedures  for  the  incorporation  of  the  Health  Centers,  within  the 
guidelines  set  by  the  oflSce  of  Economic  Opportunity,  are  completed.  The  Cor- 
poration has  been  supplied  with  additional  GEO  working  and  planning  funds 
that  when  added  to  funds  from  other  sources  are  suflScient  to  carry  the  Health 
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Centers  an  additional  year.  It  is  anticipated  that  money  will  be  available  from 
federal  sources  for  prolonged  operation  of  the  Centers  once  new  proposals  have 
been  submitted. 

Additional  sources  of  federal  funds  include  the  HEW  and  Model  Cities  Proj- 
ects. Additional  sources  of  State  funds  include  the  State  Department  of  Social 
Welfare  whose  contribution  to  the  Health  Centers  should  be  increased  to  meet 
the  actual  costs  of  the  care  of  patients  whose  health  service  costs  are  the  re- 
sponsibility of  the  Social  Welfare  Department.  Perhaps  a  system  of  capitation 
as  suggested  by  the  Group  Practice  and  Insurance  Subcommittee  is  the  most 
feasible  method  for  this  department  to  pay  its  share  of  the  patient  costs. 

Local  sources  of  funds  which  of  necessity  must  be  private  include  the  Dexter 
Fund,  and  the  United  Fund.  Partial  private  funding  will  eventually  be  neces- 
sary when  Federal  funds  have  "dried  up".  Planning  for  such  an  occurrence 
must  be  made  now. 

Other  local  funding  sources  include  the  Hospitals,  primarily,  the  Miriam, 
Roger  Williams,  Rhode  Island,  and  St.  Josephs.  Direct  financial  assistance  may 
not  be  feasible.  However,  assistance  in  terms  of  management  manpower,  co- 
operative training  programs,  items  of  equipment,  etc.,  are  entirely  feasible. 

The  Subcommittee  on  Health  Manpower  and  Employment  stresses  the  need 
for  augmentation  on  the  principle  of  "upward  mobility".  It  is  ludicrous  for  this 
nation  to  have  shortages  of  "health  manpower"  both  professional  and  non- 
professional, and  high  unemployment  rates  among  the  inner  city  poor.  The 
greatest  problem  appears  to  be  the  inability  of  a  worker  to  enter  the  health 
employment  field  and  be  allowed  to  grow  financially  and  professionally.  He  is 
stopped  by  licensure  practices,  professional  mores,  personnel  policies  and  atti- 
tudes of  peer  groups  within  an  individual  hospital  or  health  organization. 

The  subcommittee  intends  to  combine  forces  w^ith  the  ad  hoc  Health,  Man- 
power and  Education  Committee  of  the  Hospital  Association  of  Rhode  Island 
and  the  Governor's  Task  Force  on  Health  Manpower  to  pursue  a  concept  of 
"opening  up"  the  health  field  to  the  disadvantaged  through  accelerated  efforts 
in  training,  education  and  motivation  along  with  altering  the  attitudes  and 
traditional  barriers  without  lowering  the  quality  of  performance. 

This  subcommittee  intends  to  work  with  the  Neighborhood  Health  Centers  to 
upgrade  training  programs  and  accelerate  the  "upward  mobility"  of  its  trainees. 

The  Dental  Health  Subcommittee  is  calling  for  the  initiation  of  a  compre- 
hensive dental  health  program  for  the  poor  of  Rhode  Island.  This  program  should 
include  dental  care,  preventive  dental  measures  and  health  education.  New 
methods  of  delivering  dental  care  are  to  be  explored,  evaluated  and  initiated. 

The  Health  Education  Subcommittee  has  pointed  out  the  lack  of  available 
manpower  in  the  State  of  Rhode  Island  to  initiate  a  meaningful  program  of 
health  education.  The  Urban  Coalition  should  strongly  endorse  the  recent  actions 
of  the  State  Board  of  Education  in  appointing  a  committee  to  develop  a  compre- 
hensive Health  Education  Curriculum  for  our  Elementary  and  Secondary  Schools. 
The  Coalition  should  support  a  concerted  effort  on  the  part  of  our  state-supported 
colleges  and  university  to  develop  programs  for  the  training  of  Health  Educators. 
We  must  have  Health  Educators  to  teach  within  the  guidelines  set  by  our  new 
health  curriculum.  ,     ,  . 

The  Urban  Coalition  should  join  the  Medical  Society  and  other  interested 
uroups  in  endorsing  a  unified  health  education  program  rather  than  piecemeal 
programs  as  now  exist.  We  must  urge  each  community  throughout  Rhode  Island 
to  demand  that  health  education  programs  be  introduced  in  each  school. 

The  Subcommittee  also  feels  strongly  that  the  concept  of  "peer  group"  educa- 
tion be  strongly  endorsed.  This  type  of  educational  program  works  ideally 
through  the  Neighborhood  Health  Center.  Center  nurses  and  aides  from  teams 
to  seek  out  neighborhood  people  and  inform  them  regarding  health  practices  and 
available  health  resources. 

We  must  also  consider  as  an  important  facet  of  health  education,  the  correc- 
tion of  the  attitudes  of  health  professionals,  semi-professionals  and  non-profes- 
sionals, toward  the  "poor"  consumer  and  vice  versa.  Far  too  often,  the  attitude 
of  these  groups  is  cited  by  the  poor  consumer  as  one  of  the  prime  causes  of  his 
lack  of  utilization  of  available  health  services.  ,    ,      ^  . 

The  Subcommittee  on  Physicians  Assistants  has  not  had  sufficient  time  to 
formulate  its  thinking.  The  Chairman  of  this  subcommittee  was  selected  in 
absentia  and  has  only  recently  been  able  to  begin  the  formulation  of  his  task 
and  the  members  of  his  subcommittee. 
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Before  closing,  I  would  like  to  express  my  sincere  appreciation  to  the  members 
of  the  Task  Force,  and  especially  the  Working  Committee,  for  their  initial  efforts 
to  bring  together  a  workable  and  effective  program  for  the  delivery  of  health; 
care  for  the  urban  poor  of  Rhode  Island. 

I  hope  that  they  will  continue  to  work  just  as  hard  in  the  ensuing  months  to 
bring  our  proposals  to  fruition.  Because,  after  all,  we  have  only  made  proposals, 
we  must  now  stop  the  dialogue  and  proceed  on  a  course  of  action.  Our  goals,, 
we  must  remember,  are  those  which  are  immediately  attainable. 
[Attachment.] 

To  :  Dr.  Charles  J.  McDonald,  Chairman  of  the  Health  Task  Force. 
From:  Charlotte  J.  Montiero,  Community  Liaison  for  Health  Services  and 
Programs. 

Subject:  Progress  Report  for  Health  Task  Force  of  the  Urban  Coalition  of 
Rhode  Island,  Inc. 

I.  NEIGHBORHOOD  HEALTH  CENTEE  CORPORATION  OF  PROVIDENCE 

The  Community  Liaison  for  Health  Services  and  Programs  has  been  partici- 
pating as  a  member  of  the  "planning  team"  of  the  Health  Center  Corporation  in 
developing  the  Comprehensive  Health  Care  package  to  be  submitted  to  GEO  in 
Washington,  D.  C,  in  late  February.  The  planning  team  is  composed,  of  course, 
from  the  staff  of  the  Neighborhood  Health  Centers'  administration  under  the 
direction  of  Mr.  Michael  Gerhardt,  Planning  Director  of  the  Health  Corporation. 
Various  organizations  (agencies)  are  represented  on  the  planning  team:  the 
Department  of  Social  Welfare,  the  Health  Department,  the  Regional  Medical 
Program,  Progress  for  Providence,  Miriam  and  Rhode  Island  Hospitals,  and 
Blue-Cross-Blue-Shield.  Several  representatives  from  other  agencies  have  been 
given  the  task  of  preparing  various  sections  of  the  proposal.  A  copy  of  the  as- 
signments for  the  draft  proposal  is  included  in  this  report. 

The  Comprehensive  Health  Care  package  will  provide  a  capitation  scheme  for 
the  nine  (9)  de-centralized  health  centers.  The  capitation  scheme  is  presently 
being  prepared  and  will  be  considered  by  the  Department  of  Social  Welfare  and 
Blue-Cross-Blue-Shield.  Before  such  a  plan  is  submitted  to  Washington,  it  must 
also  be  approved  by  an  ad  hoc  planning  review  committee  of  the  Neighborhood 
Health  Centers'  Corporation  Board.  Vital  statistics  concerning  the  capitation 
scheme  will  be  made  available  at  a  later  date. 

II.   NEWPORT  VISITING  NURSES'  ASSOCIATION 

The  Visiting  Nurses'  Association  of  Newport  indicated  in  November  that  they 
wanted  to  explore  the  possibility  of  expanding  their  child  health  conferences 
into  Family  Health  Care  Centers,  for  the  local  civilian  hospital  offers  no  out- 
patient service  other  than  the  emergency  room.  The  only  ambulatory  services 
offered  are  given  by  private  physicians  or  at  clinics  operated  by  the  Visiting 
Nurses'  Association,  The  Visiting  Nurses'  Association  presently  provides  a  gen- 
eralized public  health  program  for  Newport  and  three  adjacent  towns,  serving 
a  population  of  77,093  people.  Statistics  provided  by  the  State  Department  of 
Health  and  community  surveys  show  a  great  need  for  the  following  services : 
OB-GYN,  Pediatrics,  Family  Planning,  Chronic  Disease  Screening,  Speech  and 
Hearing  Clinics,  Nutrition,  Internist, 

The  Visiting  Nurses'  Association  selected  several  persons  from  various  health 
agencies  and  their  board  to  serve  on  a  planning  committee.  The  planning  com- 
mittee selected  as  their  consultants  Miss  Lynn  Cowger,  Regional  Medical  Pro- 
gram, Mrs,  Irene  McGovern,  Visiting  Nurses'  Association,  and  the  Community 
Liaison  for  Health  Services  and  Programs.  We  are  initially  preparing  a  pro- 
posal for  a  centralized  Family  Health  Care  Center  to  be  located  in  the  Visiting 
Nurses'  Association's  facility.  The  Visiting  Nurses'  Association  is  located  in 
a  high-rise  building  for  the  elderly  with  7,500  square  feet  of  office  and  clinic 
space.  This  building  is  also  located  in  the  "heart"  of  the  largest  "prime"  target 
area.  There  is  a  strong  possibility  that  the  Regional  Medical  Program  will  make 
available  $20,000  seed  money  for  planning.  We  are  exploring  funding  possibilities 
at  present  and  propose  to  have  the  proposal  for  the  comprehensive  Family 
Health  Care  Center  completed  by  early  March, 
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III,  ST.  xavier's  academy  health  career  co-op  plan 

For  the  past  year,  Sister  Lucretia  of  St.  Xavier's  Academy  has  been  exploring 
the  possibility  of  establishing  a  co-op  plan  for  all  students  within  the  academy 
who  are  interested  or  involved  in  the  health  curriculum.  She  contacted  the 
Community  Liaison  for  Health  Services  and  Programs  for  support  and  guidance 
in  developing  her  ideas.  She  initially  contacted  Mr.  Jack  Fecteau,  Director  of 
Roger  Williams  General  Hospital,  who  encouraged  her  to  develop  her  plans 
and  offered  the  services  of  his  hospital  in  such  a  plan.  Our  tentative  plan  of 
action  is  as  follows. 

A.  Enroll  approximately  15-20  students  from  grades  10,  11,  and  12  into  the 
Health  Career  Co-op  Plan  initially. 

B.  The  selected  students  will  participate  in  an  intensive  16-week  program 
that  will  provide  an  orientation  to  the  many  different  health  fields  available  using 
consultants  from  many  health  agencies  and  technical  services ;  provide  each 
student,  through  on-going  classroom  instruction,  with  a  foundation  for  entering 
the  health  field,  i.e.  anatomy,  biology,  math,  first  aid,  basic  chemistry,  and  vari- 
ous laboratory  techniques,  including  rudimentary  nursing  skills. 

C.  After  the  16-week  program,  students  will  be  placed  into  the  co-op  plan  in 
which  they  will  participate  in  classroom  studies  for  half  of  the  school  day,  and 
in  hospital  programs  or  health  centers  the  remainder  of  the  day;  or  alternate 
each  day  from  classroom  to  health  institutions.  (These  tentative  plans  are  very 
flexible. ) 

IV.  PROGRAM   ON  ALCOHOLISM 

In  the  past  few  months,  the  Community  Liaison  for  Health  Services  and  Pro- 
grams attended  two  conferences  sponsored  by  the  "Hope"  Council  on  Alcoholism. 
The  council  invited  approximately  75  Providence  organizations  to  participate  in 
the  seminars.  The  purpose  of  the  seminars  was  to  fully  acquaint  all  agencies 
with  the  problem  drinker,  available  resources  for  treatment,  the  structure  and 
operation  of  the  State's  Division  on  Alcoholism  and  to  provide  statistics  con- 
cerning the  incidence  of  alcoholism  in  the  state.  The  attending  agencies'  repre- 
sentatives will  be  asked  very  soon  to  serve  on  working  committees.  These  working 
committees  will  be  involved  in  the  planning  of  new  and  improved  programs  for 
the  alcoholic  and  the  development  of  educational  programs  for  the  citizens  of 
Rhode  Island  concerning  alcoholism. 

V.  The  Health  Task  Force  of  the  Urban  Coalition  of  Rhode  Island  realizes 
that  it  cannot  continue  to  talk  about  "comprehensive  family  health  care"  unless 
such  care  includes  components  of  mental  health  and  nutrition.  Consequently, 
a  representative  from  the. Mental  Health  Association  has  been  invited  to  serve 
on  the  task  force's  working  committee.  A  subcommittee  on  nutrition  is  now  in 
the  process  of  being  organized.  Representatives  from  the  State  Department  of 
Health,  Nutrition  Division,  the  University  of  Rhode  Island,  and  several  other 
agencies  dealing  with  nutrition  will  be  serving  on  this  committee. 

To  :  Freeman  Pollard — The  National  Urban  Coalition ;  Elwood  E.  Leonard,  Jr., 
President,  The  Urban  Coalition  of  Rhode  Island;  Anthony  J.  Agostinelli,  Exe- 
cutive Director,  The  Urban  Coalition  of  R.I. ;  William  B.  Baptista,  Sr.,  Asso- 
ciate Director,  The  Urban  Coalition  of  R.I. ;  Dr.  Charles  J.  McDonald,  Chair- 
man, Health  Task  Force,  UCRL 

From  :  Charlotte  J.  Montiero,  Community  Liaison  of  the  UCRL 

Subject :  Progress  Report— March  31,  1971  to  June  23, 1971. 

THE  PROVIDENCE   HEALTH   CENTER   CORPORATION — HEALTH   NETWORK.  PROPOSAL 

The  Providence  Health  Center  Corporation  submitted  its  second  draft  to  the 
Health  Affairs  Office  of  the  Office  of  Economic  Opportunity  in  April,  1971.  At 
that  time,  several  changes  had  been  made  at  the  request  of  the  funding  agency. 
The  major  change  resulted  in  a  more  centralized  system  of  health  care  delivery. 
Initially,  the  Corporation  requested  ten  (10)  de-centralized  health  centers  in 
eight  (8)  poverty  areas.  The  funding  agency  was  not  amiable  to  such  a  plan. 
After  several  lengthy  discussions  it  was  decided  to  operate  eight  (8)  compre- 
hensive health  centers  in  six  (6)  poverty  areas  in  the  City  of  Providence.  Such 
an  operation  will  be  the  result  of  combining  two  (2)  health  centers  into  one 
central  location  in  each  area  with  the  exception  of  two  (2)  large  health  centers 
which  presently  serve  two  (2)  different  communities. 
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For  example :  The  two  health  centers  in  South  Providence  will  combine  to 
form  one  (1)  large  Comprehensive  Health  Center.  The  funding  agency  was  most 
excited  about  the  Providence  Plan  and  by  June  30,  1971  the  Health  Affairs  Office 
of  OEO  will  notify  us  of  their  decision.  A  copy  of  the  plan  is  available  at  both 
the  local  coalition  and  the  national  coalition  offices. 

PROPOSED  "NEWPORT  COMPREHENSIVE  FAMILY  CAEE  CENTER" 

For  some  time,  consumers  and  providers  of  health  services  in  Newport  County 
have  been  concerned  about  the  availability  and  utilization  of  ambulatory  health 
services.  The  Visiting  Nurse  Service  of  Newport  hosted  a  number  of  discussions 
during  the  past  few  months  about  the  possibility  of  developing  an  ambulatory 
health  program  by  utilizing  existing  resources.  One  of  two  prime  planners  for 
this  project  has  been  the  Community  Liaison  for  Health  Services  and  Programs 
of  the  Urban  Coalition  of  Rhode  Island. 

There  was  general  agreement  that  the  idea  of  expanding  the  use  of  existing 
resources  was  feasible.  However,  the  group  also  agreed  that  the  orderly  expan- 
sion of  these  services  to  meet  the  needs  of  Newport  County  would  require  careful 
planning  based  on  hard  data  and  directed  to  specific  objectives.  That  this  plan- 
ning would  be  more  effective  if  it  were  done  in  conjunction  with  a  pilot  demon- 
stration of  the  services  assumed  to  be  needed,  was  also  agreed  upon. 

Funds  have  been  made  available  through  a  one-year  contract  with  the  Tri- 
State  Regional  Medical  Program  to  provide  a  part-time  medical  director  for  the 
demonstration  program,  of  ambulatory  services,  and  personnel  with  planning  ex- 
pertise to  assist  the  providers  and  consumers  of  health  services  in  Newport 
County  to : 

1.  Plan  for  the  development  of  regional  ambulatory  health  services ; 

2.  Develop  a  means  of  ongoing  financial  support  for  these  services,  and 

3.  Develop  an  evaluative  mechanism  for  these  services  which  provides  for 
periodic  review  of  costs  and  utilization. 

Project  Title. — Planning  a  Regional  Family-Centered  Ambulatory  Health 
System  for  Newport  County. 

Sources  for  Financial  Support : 

1.  Tri-State  Regional  Medical  Program  S15.  2-50 

2.  New  Visions  for  Newport  County,  Inc   15.  0*^0 

3.  Newport  Visiting  Nurse  Service   7,  920 


Total   $38,170 

Sponsoring  Agency. — Newport  Visiting  Nurse  Service. 
Project  Director. — Miss  Mary  DwTer,  R.N. 

Project  Emphases. — 1.  Planning  for  the  future ;  2.  Simultaneous  demonstration 
program  of  services  for  evaluation. 

Planning. — 1.  Analysis  of  data  from  patients  using  the  services  of  the  demon- 
stration program ;  2.  Determination  of  the  needs  of  those  people  who  do  not  use 
these  services. 

ANTICIPATED    SERVICES   IN   DEMONSTRATION  PROGRAM 

1.  Pediatric  clinics. 

2.  Venereal  disease  clinics. 

3.  Family  planning  clinics. 

4.  Community  outreach  (note:  training  of  clinic  aide  and  clerical  aide  has  al- 
ready begun). 

ADVISORY  COMMITTEE 

The  Board  of  Directors  of  the  Newport  Visiting  Nurse  Service  is  the  appli- 
cant for  this  contract  with  Tri-State  Regional  Medical  Program.  The  Visiting 
Nurse  Service  will  therefore  be  responsible  for  operating  the  pilot  demonstration 
project,  and  for  coordinating  the  planning  activities  for  one  year.  The  Board 
does  not  necessarily  envision  the  permanent  operation  of  an  ambulatory  health 
center  as  a  continuing  function  of  the  Visiting  Nurse  Service.  It  is  intended  that 
a  thorough  exploration  of  all  possible  plans  will  be  made  with  the  assistance  of 
an  advisory  committee. 

The  Board  of  Directors  of  the  Visiting  Nurse  Service  will  appoint  the  Advis- 
ory Committee  for  the  planning  project  to  provide  them  with  sound  alternatives 
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and  suggestions  for  implementation  of  a  workable  ambulatory  care  plan.  Rep- 
resentation will  include,  but  is  not  limited  to  : 

1.  Newport  Hospital. 

2.  Newport  County  Medical  Society. 

3.  Newport  County  Dental  Society. 

4.  Consumers  (equal  in  number  to  professional  representatives) . 

5.  New  Visions  of  Newport  County,  Inc. 

6.  Comprehensive  Health  Planning. 

7.  Rhode  Island  Department  of  Health  : 

Division  of  Public  Health  Nursing. 
Division  of  Epidemiology. 
Division  of  Maternal  and  Child  Care. 
Division  of  Dental  Public  Health. 

8.  Tri-State  Regional  Medical  Program. 

9.  The  Urban  Coalition  of  Rhode  Island. 

10.  Rhode  Island  Department  of  Welfare. 

11.  Rhode  Island  Department  of  Community  Affairs  Services  to  the  Aging. 

12.  Health  Planning  Council,  Inc. 

13.  Newport  Visiting  Nurse  Service. 

14.  Family  Planning  of  Rhode  Island,  Inc. 

CAREER  MOBILITY  STUDY 

As  you  are  aware,  a  proposal  for  Health  Career  Mobility  in  Rhode  Island  was 
submitted  to  the  National  Urban  Coalition's  Health  Manpower  and  Development 
Program  in  November  of  1970  .The  Community  Liaison  for  Health  Services  and 
Programs  has  continued  to  communicate  with  the  Health  Manpower  and  Devel- 
opment Program  and  was  successful  in  hosting  two  meetings  concerning  the 
plan.  Dr.  Sumner  Rosen  of  the  HMDP  Advisory  Board  and  Mr.  Robert  Sneed, 
HMDP  staff  person,  joined  the  CLHSP  in  an  onsite  visit  to  test  the  commitment 
and  support  levels  of  hospital  administrators  and  statewide  educators.  Both 
meetings,  May  7  and  June  24,  1971,  were  very  productive.  It  was  recommended 
that  the  CLHSP  alter  the  design  and  plan  to  carry  out  specific  small  scale  dem- 
onstrations in  cooperating  institutions. 

The  institutions  involved  in  the  demonstration  program  will  be  asked  to  con- 
vert their  contribution  from  a  cash  basis  to  a  commitment  to  work  jointly  to 
carry  out  the  design.  In  this  way  the  basis  for  implementation  of  the  design  is 
built  into  the  study  itself.  Same  for  the  cooperating  educational  institutions.  It 
is  hoped  that  they  will  permit  innovative  approaches  to  accredited  professional 
education  for  participants  of  the  pilot  project,  to  assure  a  workable  educational 
design  and  to  build  a  basis  for  confidence  and  commitment  to  carry  through  after 
the  design  phase.  The  CLHSP  is  now  in  the  midst  of  re-writing  Phase  I  and  II 
of  the  proposal  in  order  that  it  might  include  the  recommendations  of  the 
HMDP.  From  all  concerned,  the  funding  outlook  appears  optimistic. 

WASHINGTON  COUNTY  HEALTH  PLANNING  BOARD 

The  Citizens  for  the  Advancement  of  Negro  Education  (CANE)  of  Washington 
County  were  awarded  a  grant  in  December  of  1970  to  employ  eight  (8)  VISTA 
workers  to  develop  health  and  educational  programs  in  connection  with  projects 
sponsored  by  CANE.  As  the  VISTA  workers  became  involved  in  both  the  health 
and  educational  aspects  of  various  on-going  projects,  it  became  apparent  that 
further  research  was  necessary  in  order  to  ascertain  the  health  needs  of  the 
community  and  its  available  services. 

After  the  several  months  of  collecting  various  kinds  of  data,  the  discussion 
centered  around  the  need  of  providing  health  services  to  the  rural  poor  of 
Washington  County. 

The  VISTA  workers  solicited  the  help  of  CLHSP  in  order  to  evaluate  the  col- 
lected data  and  to  advise  them  on  designing  a  comprehensive  health  care  plan. 
At  the  preliminary  planning  meeting,  the  CLHSP  made  several  suggestions  as 
to  resource  persons  in  and  around  the  state  who  could  be  of  service  in  designing 
a  plan  and  method  of  organizing  collected  data. 

Since  one  of  the  prime  funding  sources  in  this  area  for  demonstration  proj- 
ects is  Tri-State  Regional  Medical  Program  the  CLHSP  invited  Miss  Lyn  Cowger 
of  that  program  to  share  in  the  planning  experience. 

Formal  planning  will  begin  the  first  day  of  July  1971. 
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STATEMENTS  SUBMITTED  BY  THE  HEARING  AUDIENCE 

During  the  course  of  the  hearing  a  form  was  made  available  by 
the  chairman  to  those  attending  who  wished  to  make  suggestions  and 
recommendations  but  were  unable  to  testify  because  of  time  limitations. 
The  form  read  as  f oIIoavs  : 

Dear  Senator  Pell  :  If  there  liad  been  time  for  everyone  to  speak  at  the  hear- 
ing on  "Problems  of  Medicare  and  Medicaid,"  in  Providence,  Rhode  Island,  on 
September  20,  1971, 1  would  have  said  : 

The  following  replies  were  received : 

Ms.  Louise  Heltzen,  Providence,  R.I. 

Dear  Senator  Pell:  Medicare  should  cover:  dental  work,  eyeglasses,  feet 
work. 


Mr.  Eugene  Terrier,  Woonsocket,  R.I. 

Senator  Pell  :  Our  raise  in  Social  Security  is  evaporated  already.  Blue  Cross 
is  higher  now  ;  the  cost  of  living  is  higher. 

You  raise  5  percent  of  Social  Security  next  year ;  it  is  not  enough.  It  should 
be  at  least  15  percent — at  least — and  that  would  still  not  be  much. 


Mr.  Daniel  J.  McCullough,  Providence,  R.I. 

That  the  money  Rhode  Island  senior  citizens  are  receiving  from  the  Federal 
Government  amounts  to  less  than  $1  a  year  per  person  if  we  all  needed  it. 

We  need  a  25  percent  increase  in  Social  Security  to  live  a  normal  life.  Thank 
you  for  all  you  have  done. 


Mr.  William  E.  Davis,  Providence,  R.I. 

I  have  listened  to  the  panel's  recommendations  and  proposals,  but  they  over- 
looked an  important  issue  that  is  important  to  the  elderly.  I  propose  that  Medi- 
care pay  for  prescribed  medicines.  The  majority  of  elderly  who  are  above  the 
so-called  poverty  level  have  been  knocked  off  State  Medicaid  due  to  raises  in  So- 
cial Security. 

They  are  the  victims  of  circumstances  beyond  their  control. 

Prescriptions  cost,  my  own  and  wife,  an  average  of  $200  per  year.  They  could 
cost  more  in  the  future. 

The  majority  of  the  elderly  keep  alive  on  pills.  It  is  not  asking  for  too  mueli 
to  convince  the  Congress  that  benefits  under  Medicare  should  be  broadened  to  in- 
clude this  proposal. 

Thank  you  and  the  best  of  luck. 
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Miss  Ellen  Cullen,  Providence,  R.I. 

I  am  in  favor  of  bill  S.  1588  because  being  deaf,  I  am  concerned  about  the 
deaf  elderly  people  here.  There  is  no  deaf  centre  for  them,  and  many  may  have  to 
go  to  the  Medical  Centre  to  spend  their  last  days  because  of  lack  of  communication 
and  understanding  with  the  public.  There  is  a  deaf  single  girl  living  all  alone  on 
the  top  floor — 16th — in  Bradford  House  and  nothing  to  keep  her  occupied  or  any 
community  social  affairs  for  her.  How  sad. 

I  am  in  favor  of  increased  allowance  for  outside  earnings  because  many  of  us 
senior  citizens  are  able  to  keep  working  and  yet  are  forbidden  to  earn  more  money 
except  to  a  certain  limit.  I  was  forced  to  retire  at  65  as  a  teacher  for  the  deaf, 
and  being  a  childless  widow  of  twenty-five  years,  I  find  it  hard  to  live  decently 
and  keep  up  my  appearance  with  this  high  cost  of  living.  I  am  so  ambitious,  and 
yet  I  cannot  work  more  than  20  hours  a  week.  I  am  not  ready  for  the  rocking 
chair,  so  please  do  your  best  to  pass  these  bills — S.  1768  and  S.  1307. 


Mr.  James  A.  Goode,  Peovidence,  R.I. 

My  Dear  Senator  Pell:  I  was  present  at  the  Golden  Agers  Conclave  this 
morning  and  I  certainly  admire  your  cool. 

I  am  in  my  Seventieth  Year  and  still  have  a  zest  for  living.  Yet  this  morning 
I  couldn't  help  but  think  some  of  the  requests  (nay  demands !)  were  far  fetched. 
The  colored  Lady  in  the  audience  who  sneered  at  "a  measly  $100  a  week"  was 
out  of  order.  I  think.  Senator,  as  they  tell  you  in  A.A. — money  is  not  the  answer. 

You  have  correctly  stated,  so  often,  for  the  Elderly.  Inflation  is  the  crudest  tax 
of  all.  Wouldn't  further  beneflts  aggravate  the  Budget,  Mr.  Mills,  etc. 

It's  hell  to  grow  old — But  I'm  going  to  hang  on.  We  can't  be  selfish  even  in  our 
days  of  adversity.  I  still  owe  you  another  vote. 

Kindest  regards. 


Marshall  L.  Hood,  Providence,  R.I. 

Cut  the  $50  deductible  from  Medicare  and  raise  the  S  S  benefit  for  monthly 
allottment  to  a  living  wage. 

To  me  the  scale  is  far  too  low  for  the  real  worker.  Of  course  I  realize  it  is  a 
sharing  of  wealth,  hence  some  one  must  lose,  it  is  the  big  pay  fellow,  it  seems 
very  small  after  drawing  large  pays. 

The  meeting  was  good,  it  was  necessary,  but  too  much  relative  to  holdups  and 
the  like,  any  aged  person  must  guard  themselves  against  this  type  of  kids  joy. 

It  is  the  dollar  we  live  by,  and  the  dollar  that  makes  the  world  go  round. 

I  know  you  will  do  what  you  can,  but  it  is  always  the  question,  How  much? 


Paul  Coffey,  Providence,  R.I. 

The  meeting  was  good,  it  was  necessary,  but  too  much  relative  to  holdups  and 
good  time  to  draw  attention  to  the  problem  of  epilepsy  and  what  is  being  done 
about  it— AND  THAT  IS  VERY  LITTLE. 

Almost  a  year  ago  I  thought  I  would  have  to  administer  first  aid  to  a  college 
professor  for  shock  when  I  mentioned  to  him  that  I  doctored  for  it. 

Though  I  hold  permanent  employment  with  the  Department  of  Community 
Affairs  and  am  an  everyday  associate  of  Mrs.  Eleanor  Slater. 

Education  for  the  ignorance  that  surrounds  it  I  consider  first  and  foremost.^ 
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